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Abstract 
In our thesis we are investigating the Chagas disease control program, which was carried out in El 
Salvador in collaboration between the national Ministry of Health, the Japanese International 
Cooperation Agency (JICA), and the Pan American Health Organization (PAHO) during the period 
of 2003-2011. We are investigating the program through the lens of a long-standing debate in the 
field of global health about the respective merits of ”vertical” and ”horizontal” health 
interventions, a debate which we have used as a point of entry to bring in the conceptual 
frameworks of ”Health systems strengthening”, ”Integration”, and ”Community participation”. 
We argue that the Chagas program was neither vertical nor horizontal but rather a ”diagonal” 
health intervention because it was both disease-specific but also strengthened the ”building blocks” 
of the national health system in a number of ways. Furthermore, we argue that the extent of 
integration of the Chagas program into the different ”critical functions” of the national health 
system varied significantly, meaning that the program was neither fully nor non-integrated. In 
addition, we argue that the program’s strategy of community participation was closest to an 
approach of ”mobilization” in most of its ”process indicators” as it was the health authorities who 
took the lead, decided its focus and priorities, and evaluated the strategy. Finally, we argue that the 
specific contextual circumstances of El Salvador’s health reform; the situation of gang crime and 
violence; and the political will related to Chagas all affect the disease control efforts, while housing 
improvements have significant potential to mitigate the Chagas problem, although it is a 
complicated approach to carry out. 
 
1. Introduction 
 
Motivation 
At the United Nations Sustainable Development Summit in September 2015, 17 Sustainable 
Development Goals (SDGs) and 169 targets were announced, (UN, 2015A), and one of the aims of 
this agreement is to ”By 2030, end the epidemics of AIDS, tuberculosis, malaria and neglected 
tropical diseases and combat hepatitis, water-borne diseases and other communicable diseases” 
(UN, 2015B). The neglected tropical diseases (NTDs) are a group of 17 diseases ”that affect more 
than a billion people in 149 countries worldwide” (WHO, 2015A: xi). Historically, as living 
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conditions have improved, the opportunities for transmission have been drastically reduced and 
these diseases are now rarely detected in populations that enjoy good access to health services and a 
reasonable standard of living. This means that as of today the NTD’s have become a symptom of 
poverty and disadvantage and although the NTD’s flourish in diverse places they do share the 
common denominator, that they are diseases of the ‘bottom billion’ and poverty is by far the 
greatest risk factor for NTD infections (Feasey et al., 2009:2; Choffness & Relman, 2011:9). 
Among the NTD’s we find Chagas disease, which is a disease endemic throughout much of Latin 
America. The disease is mainly transmitted via contaminated faeces left by blood-feeding 
triatomine insects that inhabit poor-quality housing, which is why it poses a great threat to remote 
rural societies, urban slums, and conflict zones where there is bad sanitation, bad quality of housing, 
and poor levels of health care. Chagas has a history of more than a 100 years of research and 
clinical studies but unfortunately this has so far failed to yield consistent and reliable diagnostics, 
dependable treatment therapies free of side effects, and a useful vaccine to prevent infections seems 
far away from being a reality. These factors combined are part of why some have categorized 
Chagas as the most neglected disease of all NTDs (Tarleton 2011: 505-506).  
While the SDGs are a recent development, the field of Global Health has for a long time been 
characterized by a debate about the respective merits of the so-called ‘vertical’ and ‘horizontal’ 
approaches to health interventions and by fluctuations between the two approaches. This debate 
revolves around what constitutes good practices when devising health interventions, and on a basic 
level the vertical interventions are stand-alone and disease-specific, while the horizontal 
interventions aim to strengthen- and be integrated with the existing health systems in the countries 
where they are carried out. Recently, the term of ‘diagonal’ approaches has emerged to describe 
interventions that aim to strengthen health systems through disease-specific measures but this 
concept has not been investigated much in practice yet (see global health section). 
Between 2000 and 2014 a series of Chagas disease control programs have been carried out in the 
Central American countries of El Salvador, Guatemala, Honduras, and Nicaragua in collaboration 
between the national Ministries of Health (MoH), the Japanese International Cooperation Agency 
(JICA) and the Pan American Health Organization (PAHO). While these initiatives have had the 
vertical characteristic of being disease-specific, they have also sought to strengthen the national 
health system with skills that can be applied in other health areas; they have been carried out in tight 
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collaboration between JICA and the national health systems, which is what integration is about; and 
additionally they have used a strategy of community participation.  
The three latter characteristics of the Chagas control programs are all elements which would be 
characterized as ‘horizontal’ in global health, and combined with their disease-specific nature, these 
programs constitute an opportunity to investigate the diagonal approach through a case study.  
 
Problem definition 
In our thesis we focus specifically on the program carried out in El Salvador in the years 2003 to 
2011, and we will use our case study to answer the following problem definition: 
What were the outcomes of the Chagas disease program in El Salvador in terms of health systems 
strengthening, integration, and community participation, and how do our findings contribute to the 
vertical-horizontal-diagonal debate in Global Health?  
 
We will answer this question by investigating: 
 How was the disease-specific Chagas program used to strengthen the Salvadoran national 
health system? 
 How and to what extent was the intervention integrated with the health system? 
 How can the strategy of community participation be theoretically defined? 
 
As a part of our investigation we carried out three weeks of fieldwork in El Salvador in December 
2015, where we conducted qualitative, semi-structured interviews with representatives of the 
Ministry of Health, JICA, and PAHO, and we have also conducted interviews on Skype with former 
JICA representatives and with the coordinator of a Chagas control program in Bolivia which is run 
by Médecins Sans Frontières (MSF). This collection of data allows us to answer the questions 
presented above. 
 
Content of Chapters 
Following this introduction we will introduce Chagas disease, its characteristics, and how the 
disease is addressed in terms of diagnosis and treatment, and preventive measures. We have placed 
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this section early in our thesis so that it is clear from the beginning what type of health issue, we are 
dealing with.  
In section three we will make a literature review of the field of global health, within which our 
thesis is placed. We will briefly outline some of the historical developments in the field, and then 
introduce the ”vertical-horizontal-diagonal” debate, which we aim to contribute to with our 
investigation. We will explain our choice of research design, and finally we will introduce the 
conceptual frameworks and strategies of Health systems strengthening, Integration, and Community 
participation, which we use to analyze the Chagas program.  
Our fourth, methodological, section will be used to touch upon how qualitative methods are used in 
global health and some of the main characteristics of qualitative case studies. We will explain our 
methods of data collection, how we chose to go to El Salvador and found our interviewees, and our 
approach of using expert interviews. We will mention our ethical considerations, and then we will 
specify our analytical methods of coding and interpreting our data through abductive reasoning. 
Finally, we will touch upon some of the limitations of our investigation. 
We will in section five introduce some of the important contemporary  themes in El Salvador, and 
in section six we will bring in some of the general information on the Chagas programs and JICA’s 
involvement in Central America and El Salvador. We will demonstrate some of the recent 
developments related to Chagas in El Salvador, JICA’s final evaluation of the program, and the 
procedures related to the disease in the country. We consider this to be important background 
information before we go into our conceptual analyses, and it is also in section six that we will 
demonstrate how the approaches of Health system strengthening, Integration, and Community 
participation have been main parts of the program strategy. 
In sections seven, eight, and nine we will analyze the Chagas program through each of our three 
conceptual frameworks, and in section ten we will make an analysis of how some of the important 
realities of the local context of El Salvador have impact on Chagas control. These factors are the 
health reform of 2009, political will & priority, violence & crime, and the potential of housing 
improvements. Finally, we will sum up our main conclusions in chapter eleven.  
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2. Chagas 
In this section we will introduce Chagas disease, its characteristics, and how the disease is 
addressed in terms of diagnosis and treatment, and preventive measures. Furthermore we will look 
into what literature on Chagas disease describes as the main barriers in Chagas disease  
Chagas disease is a vector-borne parasitic disease that is endemic throughout much of Latin 
America and Carlos Chagas was the first to discover it in 1909. It is caused by the parasite 
Trypanosoma cruzi (T. cruzi) and is mainly transmitted by blood-sucking triatomine bugs through 
their contaminated faeces and via blood transfusion (Moncayo & Silveira 2009:17), though, 
transmission can also occur congenitally (Tarleton, 2011: 506). There are two stages of the human 
disease: the acute stage, which occurs shortly after infection and lasts six-eight weeks, and the 
chronic stage, in which most patients remain for the rest of their lives (Moncayo & Silveira 
2009:17). In some cases during the acute stage people exhibit symptoms of infection, which 
includes dermatologic manifestations of Chagoma and Romana’s1 sign and fever and malaise, but in 
most cases this stage is asymptomatic (Sasagawa et al. 2014:256). This makes the disease difficult 
to detect, and moreover, the detection of the disease is further complicated by problems surrounding 
diagnosis, which we will return to later. Once the disease enters the chronic stage most infected 
patients enter an apparently healthy state, as no organ damage can be detected when using standard 
methods for clinical diagnosis. This form of the chronic stage is called the indeterminate form and 
this is where most patients remain indefinitely. However, several years after the chronic stage has 
entered, 20-35% (depending on the geographical area) of infected people develop cardiac symptoms 
that can lead to chronic heart failure and sudden death, 6% develop digestive damage, and 3% 
suffer from peripheral nervous involvement. As a consequence of this Chagas disease represents the 
leading cause for cadiac lesions in young, economically productive adults in the endemic countries 
in Latin America (Moncayo & Silveira 2009:17). Because T. cruzi is also zoonotic2 and circulates 
in more that 100 different mammalian species, the disease is impossible to eradicate and thus the 
aim must be to control its impact on humans to keep it on a minimum (Tarleton 2011:507) 
 
 
                                                          
1 Chagoma is a skin lesion, while Romaña’s sign is a purplish swelling of the eyelids of one eye (WHO, 2015B: 34). 
2 Diseases which involve animal hosts (WHO, 2015A: 15). 
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The Different Triatomines 
Currently there are more than140 species of triatomines recognized in the world and more than half 
of these have shown to be naturally or experimentally infected with T. cruzi, although not all are 
thought to be able to transmit the parasite (Waleckx 2015:324). They acquire the parasite when they 
feed on blood from infected humans or animals (Hashimoto 2015A:21) but not all triatomines are 
considered important vectors and vector competencies do vary a lot between the different species. 
Triatomines are often classified according to their adaption to human dwellings, and the habitats of 
the various species of triatomines means that they can be divided into sylvatic and domestic species 
with an intermediate category of peridomestic species, which periodically are attracted into houses 
but do not effectively colonise them and only feed on humans occasionally (Waleckx 2015:324-
325).  
The main vectors for Chagas infections in Central America have been Rhodnius prolixus (R. 
prolixus) and Triatoma dimidiata (T. dimidiata) and of the two R. prolixus is considered to be the 
most efficient transmitter of the disease. R. prolixus is however strictly domestic and is therefore 
more susceptible to insecticides, which is why this vector has been considered eliminable. 
Consequently Guatemala, Honduras, Nicaragua, and El Salvador have all received the IPCA-PAHO 
international certification for interrupting the transmission of Chagas disease by R. prolixus 
between 2008 and 2011 and El Salvador has even eliminated the vector (JICA 2014B:5-9). The 
elimination of R. prolixus was aided by the Malaria eradication campaign of the 1950s because this 
campaign used a type of residual insecticide spraying which was also effective against the R. 
prolixus triatomine and the developments in rural housing where the cottages with thatched roofs 
(which is where the R. prolixus primarily lays its eggs) became much less common. Consequently it 
was last detected in El Salvador in 1976 (Hashimoto, 2015A:19, 24; PAHO, 2011: 41-42). This 
means that as of today the most important vector in the region is T. dimidiata, which separates itself 
from R. prolixus by being in both domestic, peridomestic, and sylvatic environments, and by 
primarily laying its eggs in cracks in walls.  The ability to survive in all three geographies entails 
that it is not considered eliminable (JICA 2014B:5-9; Hashimoto, 2015A:19), which means that 
Central American countries are faced with a major challenge.  
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Diagnosis and Treatment 
There are currently two drugs that are approved for treatment of Chagas disease: Benznidazole, 
launched in 1972, and Nifurtimox, launched in 1967 but it is still somewhat controversial if they are 
effective for treatment in the chronic stage of Chagas disease. Benznidazole is administered in 2 
doses a day and 60-90 days of treatment is required for acute infections, and while it is effective in 
reducing the severity and duration of acute infection it only achieves to cure 60% of patients. 
Nifurtimox is administered in 4 doses a day for 90-120 days and is effective in the acute and early 
intermediate stages of infection but Benzidazole is generally preferred due to the toxicity issues 
related to Nifurtimox (Crager and Price 2009:296). In 2002 Bayer began donating Nifurtimox to the 
WHO, substantially expanding the access to this medicine around the world (Manne et al., 2012: 
173-174), while in 2003 Roche Pharmaceuticals transferred the technology for the production of 
Benznidazole to LAFEPE, a public laboratory in Brazil under the country’s Ministy of Health. 
However, LAFEPE has had continuous problems with obtaining sufficient active pharmaceutical 
ingredient (API) to produce enough of the medicine (MSF, 2012: 54). Both treatment options have 
possible side effects that are so serious that it can necessitate cessation of treatment, which is why 
they are both considered out of date, and furthermore they are both rather inconvenient in terms of 
dosing logistics, as they both require multiple doses a day for several months. This entails a high 
risk that patients do not complete the full treatment and naturally involves the risk of resistance. 
(Crager and Price 2009:296). So new drugs for treatment of acute and especially chronic Chagas are 
needed but for a new generation of Chagas drugs to be effective it would firstly require an accurate 
diagnosis so treatment can be initiated as soon as possible, as studies show that although there is a 
lack of clinically significant symptoms, myocardial damage begins early in the course of chronic 
Chagas (Crager and Price 2009:297).  
Diagnosis of T. cruzi infections is challenging for several reasons. As the acute phase is often 
asymptomatic, the initial infections are often not detected and although parasites may be visible in 
the blood during the acute stage of six-eight weeks, they are difficult to detect thereafter with 
studies suggesting that fewer than 50% of the seropositive individuals have detectable parasites. As 
of now diagnosis of T. cruzi infection usually requires positive results in two out of three 
serological tests and if only one out of three is positive the person will often not be evaluated further 
or treated. To exhibit the insecurities of diagnosing, an example can be drawn from Pirard et al. 
(2004, as referred to in Tarleton 2011), who screened nearly 400 randomly selected blood samples 
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from a Bolivian blood bank and found that 33% were positive by all seven of the serological tests 
employed. But at the same time it showed that 20% of the samples were positive on one or more 
test but not in all seven. This emphasizes the uncertainty and instability related to Chagas disease 
diagnosis (Tarleton 2011:509-510).  
 
Vector control: the success and limitation of insecticidal spraying  
In most countries where Chagas disease is endemic, the control of disease transmission is based on 
residual insecticide spraying to reduce house infestation by triatomine vectors (Waleckx 2015:143). 
Widespread and consistent insecticidal spraying campaigns in the 1980’s and 1990’s that focused 
mostly on domiciliary vector species dramatically reduced incidences of T. cruzi infection in South 
America, which consequently resulted in Brazil, Uruguay, and Chile were was declared free of 
transmission by the vector T. infestans (Moncayo and Silveira 2009;Tarleton 2011: 515). However, 
despite these convincing numbers and accomplishments insecticidal spraying is still disputed as a 
long-term solution if applied in isolation from other vector transmission and infection control tools 
(Tarleton 2011: 517) and there is a long list of reasons why this is the case. Firstly, insecticidal 
spraying is time consuming, labour-intensive, and expensive, as teams of several people must 
remove all belongings from structures before spraying walls and roofs with residual insecticides and 
this procedure has to be repeated every six months, maybe forever, to make sure that reinfestations 
do not occur (Tarleton 2011: 515). Secondly, the various vector species have different and unique 
behaviors and distribution patterns and distinct ways of interfacing with humans (Tarleton 
2011:517), and furthermore it must be mentioned that vector control in the peridomicile areas, 
which are annexes, fences, corrals and poultry yards that are build around the rural dwellings, are 
more difficult to control effectively with insecticide spraying, as rain and the continued exposure to 
sunlight makes it less effective (Moncayo & Silveira 2009:28). Thirdly, vector resistance to 
insecticide has been reported and although it is not known whether this resistance is due to decades 
of house spraying or if agricultural use of insecticide is also contributing, it questions the long-terms 
sustainability of the method, especially in isolation (Tarleton 2011:517). Although insecticide 
spraying allows immediate and substantial reductions in transmission, rural housing improvements 
and generally environmental management measures are by some seen as a more sustainable 
contribution to Chagas disease control, as it lessens the dependency on insecticidal spraying and at 
the same time constitute a highly cost-effective method in the long run (Gürtler et al. 2007:16198).  
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Surveillance 
As mentioned above it is assumed by many that insecticidal spraying has its limitation if applied in 
isolation from other Chagas disease control tools. Here Abad-Franch et al. argue that entomological 
surveillance3 should play a crucial role in the long-term vector control efforts related to Chagas 
disease. Firstly, this should be done due to the fact that triatomines often reinfest households after 
professional insecticide-based vector control has been conducted. They further argue that such 
surveillance is significantly more effective when householders in the endemic areas perform this 
surveillance themselves instead of visiting staff from a given program come to search the houses in 
the area every several months (Abad-Franch et al. 2011: 2). According to the authors, even very 
simple forms of participation in such strategies can be very effective. For example, they propose an 
approach with vector notification by residents followed by a timely, professional response to such 
notification, even though they concede that vector detection failures are unavoidable in practice 
(Abad-Franch et al. 2011: 10). This is supported by Moncayo & Silveira (2009) who stress that 
entomological methods that are available for the detection of domiciled triatomines have a low 
sensitivity, especially when insect densities are low, as is the case in many advanced control phases. 
Just as Abad-Franch et al. they advocate direct reporting from inhabitants as a much more effective 
method for the surveillance phase (Moncayo & Silveira 2009: 28). Another aspect that Abad-Franch 
et al. consider key if Chagas control is to have long-term success is “continuous education, a clearly 
defined channel for communication between residents and control agents, and an opportune 
response to any notification” (Abad-Franch 2011: 9).  
 
Future challenges in Chagas disease control 
As becomes evident from this section on Chagas, the control of the disease is complicated by a 
combination of components that together gives Chagas profile that is difficult to handle. Firstly, 
treatment is not effective when in the chronic phase and is only fairly effective in curing patients 
when the disease is addressed in the acute phase, which means that detecting the disease early is 
vital (WHO 2015A:75). Early detection is however complicated by the fact that the acute phase is 
generally asymptomatic and that the quality of diagnosis continues to constitute a challenge (see 
above). This means that most patients enter the ensuing stages of the disease where detection and 
                                                          
3 The surveillance of insects. 
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diagnosis is even more difficult and where the disease has reached a stage that is almost irreversible 
(see above). These components stress that improving diagnosis and treatment is crucial (Tarleton, 
2011:510-514), and furthermore that public and professional awareness of the disease and its impact 
is essential if the procedures of early detection are to be improved.  
Other major barriers or problems in Chagas disease control are that of political will, leadership, and 
policymaking. Chagas disease is relatively easy to understand; the vectors carrying the disease are 
large insects that primarily feed within a house and the transmission of the infection is indirectly 
and inefficiently as it is via their feces, not their bite. Furthermore the disease rarely kills acutely, 
which leaves plenty of time to react and treat cases. However, national and international policies 
have so far been ineffective at best and harmful at worst in answering the challenge, as many 
policies rely exclusively on insecticidal spraying and speak of eradication and elimination, which 
has already been established as an unrealistic target for Chagas disease control in general (Tarleton 
2011:518). As pointed to earlier insecticidal spraying has so far been a successful story with 
convincing numbers accounting for a diminishing amount of acute Chagas cases but the challenges 
that has so far been overcome will largely have been in vain if the national programs are not 
sustained even though we are experiencing low T. cruzi infection rates (Moncayo & Silveira 
2009:28). From this point of view sustainable social, political and economic development; 
allocation and utilization of resources, and political leadership are essential if Chagas disease 
management is going to be sustainable. Another challenge is the political context of health sector 
reforms that has a tendency of decentralizing operations, which means that control activities might 
lose priority (Moncayo & Silveira 2009:28). The decentralization of vector control operations to the 
municipal level intensifies the challenge of coordinating efforts among the different districts that 
possibly are differing in control status, resources, and priorities, which means that districts that 
prioritize and devote resources to Chagas disease control are put under extensive pressure if 
neighboring districts fail to reduce transmission and infestation (Gürtler et al. 2007:16198). Thus, 
the new institutional order requires that Chagas disease is to be integrated into other services and 
health programs in so that it becomes part of a broader scheme to meet the health needs of 
populations (Moncayo & Silveira 2009:21).  
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3. Global Health Section 
This section will serve as an introduction to the field of global health, to its historical developments, 
and to the debate about vertical, horizontal, and diagonal approaches to health interventions. We 
will touch upon our choice of research design and introduce the themes and conceptual frameworks 
of health systems and health systems strengthening; integration; and community participation.  
 
Introduction to the Field of Global Health 
We find it appropriate to point out from the beginning that the field of global health is not clearly 
defined, and several authors mention that there is not a uniform delimitation of the field. (Fassin, 
2012: 96; Koplan et al., 2009: 1993; Kleinman, 2010: 1518; Lakoff, 2010: 59;). However, Koplan 
et al. call for the adoption of a common definition of global health, suggesting: 
”global health is an area for study, research, and practice that places a priority on improving health and 
achieving equity in health for all people worldwide. Global health emphasises transnational health issues, 
determinants, and solutions; involves many disciplines within and beyond the health sciences and 
promotes interdisciplinary collaboration; and is a synthesis of population-based prevention with 
individual-level clinical care” (Koplan et al., 2009: 1995) 
However, the field is complicated by the fact that it encompasses a complex configuration of actors 
such as international institutions and agencies, national states, NGOs, pharmaceutical companies, 
and academic groups etc. who have divergent motivations, and interests. This leads to tensions and 
contradictions in the field, and there is considerable confusion about how the different players and 
their initiatives fit together (Fassin, 2012: 113, Biehl & Petryna, 2013: 6-7). Global health is 
furthermore a relatively new field, or at least the term ”global health” is. By the early 1990s ”global 
health” had only been used sporadically by for example people on the political left and by the 
environmental movement (Brown, Cueto and Fee, 2006: 69) but it has since been replacing the 
older terminology of ”international health” more generally to categorize, or frame, the wide range 
of contemporary issues in world health. The terminologies ”global health” and ”international 
health” are part of a historical development in the framing of the issues in world health from ”public 
health” which, in turn, evolved from the fields of hygiene and tropical medicine (Brown, Cueto and 
Fee, 2006: 62; Fassin, 2012: 96; Koplan et al., 2009: 1993; Biehl & Petryna, 2013: 4).  
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From International to Global Health 
While there were some precedents, the field of ”international health” mostly emerged after the 
Second World War (Cueto, 2013: 32), and during the second half of the 20th century it was a 
general trend in international health interventions to adopt so-called ”magic bullet” approaches, 
which were targeted at eradicating specific diseases with a heavy reliance on medical expertise and 
technology such as new drugs, devices, and for example in the case of malaria – insecticides. The 
main health interventions of this approach gave little attention to social, political, and institutional 
factors as well as education and culture (Biehl & Petryna, 2013: 3; Cueto, 2013: 33), and it was 
assumed that modern medical technology and expertise could solve the main health problems in 
developing countries (Cueto, 2013: 32). Furthermore, these programs did not focus much on 
improving the national health systems and had little integration with them (Cueto, 2013: 32-34; 
Magnussen et al., 2004: 167). During the 1970s other ideas than the ”magic bullet”-eradication 
approach started to emerge: According to Magnussen et al., the model for global health policy 
which was envisioned at the International Conference of Primary Health Care (PHC) in Alma Ata 
in 1978 had strong sociopolitical implications, addressing the social, economic, and political causes 
of poor health with emphasis on disease prevention and health promotion, community participation, 
self-reliance, and intersectoral collaboration (Magnussen et al., 2004: 168). The primary health care 
movement focused on building health systems with the aim of achieving health for all by the year 
2000 but the practicality of this goal was heavily debated (Hafner & Shiffman, 2013: 46). As the 
ambitious goals of PHC began to be considered unattainable, it was replaced by the notion of 
”selective primary health care”, a more technical approach, which focused on cost-effective medical 
interventions and did not have Alma Ata’s focus on social equity and health systems development 
(Cueto, 2013: 34-35; Magnussen et al., 2004: 169).  
The 1980s were characterized by the neoliberal policies and Structural Adjustment Programs 
(SAPs), which were imposed on many developing countries as a condition for obtaining loans from 
the World Bank and IMF. These programs led to cuts in health care and privatizations, and it is 
argued that the result was reduced access to- and poorer quality of health care, among other public 
services (Birn, Pillay & Holtz, 2009: 169). Another wave of disease-specific initiatives emerged in 
the mid-1990s but in 2005 many of the major donors, agencies, and governments endorsed the Paris 
Declaration, which pledged to align aid with national government priorities, and many 
organizations have since directed their attention towards the idea of health systems strengthening, 
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according to Hafner and Shiffman. However, they do caution that this level of attention to health 
systems should not be over-stated (Hafner & Shiffman, 2013: 41, 46-48).  
According to Lakoff, disease eradication and primary health care were the two main currents in 
international health initiatives in the second half of the 20th century, and as the initiatives were for 
the most part implemented by states and national public health services with the coordination of the 
WHO, they have been described as ”international” rather than ”global” in character (Lakoff, 2010: 
65). However, state and nonstate actors (such as philantropic agencies, NGOs, and the 
pharmaceutical industry) are now increasingly linked in shaping health interventions worldwide, 
and new forms of cooperation and intervention have been established – developments which have 
altered the global health architecture (Biehl & Petryna, 2013: 5-7).  
 
The Vertical – Horizontal - Diagonal Debate  
In this subsection we will introduce the debate about vertical, horizontal, and diagonal approaches 
to health interventions and their respective merits. This debate revolves around what constitutes 
good practices in health interventions, and we intend to contribute to this debate with our 
investigation.  
The debate about vertical and horizontal approaches to health programs and interventions has been 
going back and forth for several decades. The differentiation between the two is made on the basis 
that vertical approaches are generally rather narrowly targeted, disease-specific, and based on 
technical tools while horizontal approaches aim to strengthen health systems and infrastructure 
more broadly with a focus on both technical and social aspects, seeking to address several health 
issues (Ooms et al., 2008; Béhague & Storeng, 2008: 644; Buffardi, 2014: 741; Birn, Pillay & 
Holtz, 2009: 79). Furthermore, the two approaches are differentiated on the grounds that vertical 
programs are to a great extent either carried out or supervised by a specialized service with its own 
personnel, while the horizontal programs are more comprehensive and integrated into health 
systems (Birn, Pillay & Holtz, 2009: 663; Mills, 2005: 315). For this reason the vertical programs 
are also known as ’categorical’, ’stand-alone’, or ’free-standing’ programs, whereas the horizontal 
programs are also known as ’integrated health services’ (Atun et al. 2010: 105). However, the 
dichotomy between the vertical and horizontal approaches is, according to Atun et al., not as rigid 
in practice as the extent of verticality or integration can vary and because there is no commonly 
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accepted definition of ’integration’ (Atun et al. 2010: 104). We will return to this point later on but 
first we will outline the aspects which are considered to be the advantages and disadvantages of 
both the vertical and horizontal approaches. 
 
 
The Vertical Approach 
One of the benefits of vertical programs is that it is possible to achieve a more immediate, but short-
term, impact by employing specific and focused measures directly in the affected communities than 
by strengthening the organized services of the government health system (Mills, 2005: 315; Birn, 
Pillay & Holtz, 2009: 682; Sridhar, 2010: 465; Bärnighausen, Bloom & Humair, 2011: 2182; 
Gyapong et al., 2010: 163). These short-term interventions can for example fill some of the gaps 
left by health systems’ and public institutions’ weaknesses and lack of capacity to cover the entire 
population (Lewin et al. 2008: 936; Buffardi, 2014: 746; Sridhar, 2010: 465). The specific focus of 
vertical interventions allows health care workers to specialize, and it is also possible to build 
specific types of capacity through these specialized efforts that can benefit the health system more 
broadly (Bärnighausen, Bloom & Humair, 2011: 2182-2183). The approach of targeting particular 
groups of a population, which can be hard to reach for the health system, also facilitates the 
demonstration of particular results by having clear objectives, timeline, and scope, meaning that the 
vertical programs can more easily provide impact measurements of the interventions (Buffardi, 
2014: 742, 745). This ability to measure the impact of a program and to promote it as cost-effective 
has significant importance because it can help to capture the attention of funders and policy-makers 
and thus help to achieve political and financial support in a field characterized by a competition for 
funds (Birn, Pillay & Holtz, 2009: 120; Béhague & Storeng, 2008: 644-645). 
 
However, some argue that even though disease-specific interventions are important, it will also 
require attention to environmental, political, and social actions to assure real change by targeting the 
root causes of disease (Magnussen et al., 2004: 171). It is considered problematic that donor 
countries and agencies almost never consider questions of social conditions and resource 
distribution, and while individually focused interventions may affect health in the short term, it is 
argued that they will have little long-term effect if not addressing the broader structural influences 
on health (Birn, Pillay & Holtz: 182, 682). Health is considered to be inextricably entangled with 
global politics, social issues, and economics, and the standardized approaches to the delivery of 
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health-care are considered especially limited when local knowledge and aspirations are not taken 
into account (Lock & Nguyen, 2010: 2-4). Therefore, criticism is also aimed at the circumstance 
that the concerns of donors, not recipients tend to predominate, and the wide incorporation of 
economic assessment techniques, such as cost-benefit analysis, and the hegemony of technical and 
theoretical fixes are considered to perpetuate a limited understanding of health problems. In this 
context it is argued that global health initiatives should have a more holistic understanding of 
health, recognizing the interdependence of health, economic development, good governance, and 
human rights. Moreover, it is not considered realistic to develop models of optimal interventions 
that can be replicated in widely divergent social contexts (Biehl & Petryna, 2013: 3-4, 7-9, 12). It is 
also argued that narrowly targeted interventions are often unable to address issues such as 
discrimination, exclusion, education, and employment, and vertical programs have been criticized 
for only prioritising high-profile diseases (Buffardi, 2014: 742, 745), while other problems emerge 
to replace them (Birn, Pillay & Holtz, 2009: 663-664). Furthermore, some argue that only few of 
these programs can actually be delivered and sustained if the broad health system is not functioning 
(Béhague & Storeng, 2008: 645), and vertical interventions can also fragment the wider health 
system by draining resources and health workers from it, meaning that such programs can be 
disruptive in the long-term (Birn, Pillay & Holtz, 2009: 664; Lewin et al. 2008: 936; Sridhar, 2010: 
460). 
 
The Horizontal Approach 
While the dominant vertical interventions are disease-focused, the horizontal interventions, on the 
other hand, are more systems-focused and aim to tackle several health problems and improve 
overall well-being more widely by strengthening the service and delivery of the primary health care 
system (Mills, 2005: 315; Lewin et al. 2008: 928), for example by trying to address health worker 
shortages (Sridhar, 2010: 464) or by building infrastructure and institutional capacity which can 
enable governments to make better use of their resources (Buffardi, 2014: 742; Bärnighausen, 
Bloom & Humair, 2011: 2183; Birn, Pillay & Holtz, 2009: 79). The horizontal approach is also 
considered to be better at addressing the social determinants of disease which are important in 
relation to various health related problems (Buffardi, 2014: 742), and additionally some consider 
the horizontal approach to be better at reducing duplication of services such as drug supply chains, 
laboratory facilities, and patient record keeping (Bärnighausen, Bloom & Humair, 2011: 2182; 
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Lewin et al. 2008: 936; Buffardi, 2014: 745). While some consider primary health care to be the 
first contact of the patient with the health care system, the horizontal approach to health 
interventions has been likened to the comprehensive concept of primary health care (Bärnighausen, 
Bloom & Humair, 2011: 2181; Lewin et al. 2008: 928). This comprehensive idea implies that it is a 
necessary basis for health interventions to use strategies of prevention, equitable distribution, health 
systems strengthening as well as community participation and engagement at the local level, 
considering the particular social and cultural features of different locations. It is also argued that 
various sectors need to work together as health does not occur in isolation (Biehl & Petryna, 2013: 
9; Koplan et al. 2009: 1995; Magnussen et al., 2004: 171-172, 175; Cueto, 2013: 51). 
 
Carrying this broad approach out is not straightforward though. As it takes a long time to build or 
strengthen health system structures, the horizontal approach cannot respond rapidly to epidemics or 
other problems which require quick action (Bärnighausen, Bloom & Humair, 2011: 2182). 
Moreover, there is a lack of measurement tools to monitor and evaluate the financing of health 
systems, preventive health measures, building of infrastructure, or training of health care workers 
because the effects of such initiatives do not emerge right away, because they affect multiple 
diseases, and because information on mortality caused by lack of access to health systems is not 
always available. Therefore, it is difficult for donors to track the use of their funds and to produce 
evidence of its effectiveness, which is a problem given the competitition for funds for health 
interventions and the imperative for donors to demonstrate measurable results (Bärnighausen, 
Bloom & Humair, 2011: 2183; Sridhar, 2010: 464; Béhague & Storeng, 2008: 644, 647; Buffardi, 
2014: 742).  
 
Intersections and the Diagonal Approach 
While we have so far outlined two approaches which are very different in theory, the polarization 
and dichotomy between vertical and horizontal approaches are not always as rigid (Atun et al. 2010: 
104; Buffardi, 2014: 744). For example, practitioners do not always perceive or characterize their 
work in vertical – horizontal terms, meaning that the divide between the two might be more 
pronounced in the literature than in practice (Buffardi, 2014: 741). Furthermore, the two approaches 
are not necessarily mutually exclusive (Mills, 2005: 315), and an intervention, which has been 
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introduced speedily to respond to a situation that require a very targeted focus to generate attention 
and resources and which has limited integration with the health system, can later move into a 
horizontal phase and become more assimilated (Atun et al. 2010: 106; Buffardi, 2014: 747, 749). A 
type of middle ground between vertical and horizontal approaches has also emerged with the 
terminology of ”diagonal” approaches, which refers to programs which seek to achieve general 
improvements in the health system through disease-specific interventions (Bärnighausen, Bloom & 
Humair, 2011: 2182; Lewin et al. 2008: 936; Ooms et al. 2008). According to Buffardi, this concept 
is, however, more of an abstract concept, and it is not well defined how it could be operationalised 
in practice (Buffardi, 2014: 742). Other scholars similarly argue that there is a need to focus 
research on improving the interaction between disease control and health systems strengthening 
(Collins et al., 2012: 647), or that an important question for future research is what role disease-
specific initiatives play in the type of health systems strengthening which focuses on enhancing 
organizations and improving institutions (Swanson et al., 2015: 6). It is here that we seek to 
contribute to the debate with our investigation. As it has been one of the goals to use the Chagas 
control program in El Salvador to achieve broader benefits for the health system in the country, we 
consider it to be an example of the diagonal approach. In this way we can use our investigation and 
our findings from El Salvador to contribute to the field by analyzing a specific case of a diagonal 
health intervention, and we will now specify why we have chosen to do this with our three specific 
conceptual frameworks. 
  
On the Choice of Frameworks and Research Design 
As we have seen in the foregoing sections, the vertical-horizontal-diagonal debate involves a long 
list of different themes, which could be investigated in relation to a specific health intervention. For 
example, it could be investigated how the results of an intervention are sought to be demonstrated to 
funders, how cultural features are addressed or not, and whether local knowledge and aspirations 
are taken into account, to name a few. Our delimitation is based on that the Chagas control 
programs in Central America employed strategies of both health systems strengthening, integration, 
and community participation (as will be evident later) which are all part what is being considered 
the horizontal approach to health interventions. These horizontal aspects combined with the vertical 
and disease-specific nature of the program intrigued us as we had so far witnessed a a heavy 
academic critique of disease-specific health interventions. Therefore, the cases of Chagas control 
19 
 
seemed ideal for investigating how such disease-specific interventions can also achieve these three 
horizontal goals, and this became a natural delimitation for our investigation. With this objective we 
will now introduce three conceptual frameworks which enable the analysis on the intervention in 
terms of these three strategies. 
 
Health Systems 
As two of our conceptual frameworks (health systems strengthening and integration) are concerned 
with health systems, we will now dedicate our attention to delimiting the different components of a 
health system, with the purpose of later being able to put our findings into a conceptual framework. 
Consequently, we will be examining the concept of health systems strengthening (HSS).  
Although there is great variation between the health systems in different countries, a health system 
can be defined at a basic level as ”the combination of resources, organization, financing, and 
management that culminate in the delivery of health services to the population” (Roemer, 1991: 31, 
as cited in Birn, Pillay & Holtz, 2009: 584). The delivery of health services happens at different 
levels, and there is a distinction between primary care which refers to the point of entry for patients 
into the health system, for example at health clinics with nonspecialized health care professionals; 
secondary care which is standard inpatient services and specialist consultations; and tertiary care 
which concerns highly specialized services that take place in hospitals with specific technology – 
services which are often limited in low-income settings. Moreover, the three levels interact as 
patients are sent forward in the system through referral (Birn, Pillay & Holtz, 2009: 621). Health 
systems are influenced by a range of different actors and organizations such as ministries of health, 
public health organizations, private sector players, universities, health policy institutes, NGOs, 
professional associations, and community-based organizations. These players are for example 
engaged in identifying health challenges, prioritizing needs, policy-making, research, providing 
services, health promotion, and training of health professionals. Additionally, the capacity of health 
systems is strongly affected by health policies, social norms, the private sector, insurance policies, 
regulation, financing and payments schemes, and allocation of funds (Swanson et al., 2015: 2-3), 
and national health systems are also influenced by international organizations and donors who 
provide financing and policy ideas (Hafner & Shiffman, 2013: 42).  
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Components of Health Systems 
The WHO operate with the terminology of ”building blocks” and considers a health system to be a 
combination of six of these:  
 
 Service delivery  
 Health workforce  
 Health information 
 Medical technologies 
 Health financing  
 Leadership and governance  
 
However, the building blocks alone do not alone constitute the system as it is also made up of the 
relationships and interactions between the different blocks which affect and influence each other. 
Thus, the WHO considers health systems to be ”a dynamo of interactions, synergies, and shifting 
sub-systems”, and additionally it is argued that every health intervention has an effect on the overall 
system and that the overall system has an effect on every intervention (WHO, 2009: 30-32, 19). 
Others also argue that health systems are characterized by a complex interplay between values, 
stakeholders, organizations, and processes (Collins et al., 2012: 647), and the facts that there are 
multiple competing interests related to health and that resources are scarce in many countries render 
it a complex undertaking to determine a national health care policy (Birn, Pillay & Holtz, 2009: 
640).   
 
Systems Thinking and Health Systems Strengthening (HSS) 
Following a period characterized by disease-specific initiatives, many global health organizations 
have started to direct attention to health systems strengthening over the past decade (Hafner & 
Shiffman, 2013: 41), and a broad agreement that a limited set of targeted interventions are 
inadequate to improve health around the world has led to renewed interest in HSS with an emphasis 
on financing national health strategies, integration, local ownership and sustainability (Swanson et 
al., 2012: 54-55). However, despite a strong global consensus on the need to strengthen health 
systems, there is no framework for this because of a limited understanding of what works in health 
systems strengthening (WHO, 2009: 19, 29). According to Swanson et al., there is no universally 
appropriate policy for HSS because of the complexity of health systems (Swanson et al., 2012: 58-
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59) but they and also the WHO do argue that a so-called ”systems perspective” and ”systems 
thinking” should be central in efforts to strengthen health systems (Swanson et al., 2012: 54-55; 
WHO, 2009: 29, 50). The approach of systems thinking views problems as parts of wider systems, 
and it focuses on understanding the linkages, relationships, interactions, and behaviors among the 
different elements which make up a system such as the health system. Thus, this approach does not 
focus exclusively on the inputs and outputs in problem solving but it also considers initial, 
intermediate and eventual outcomes as well as feedback, processes, flows, control and contexts 
(WHO, 2009: 33-34). According to the WHO, this means that ”The design and eventual evaluation 
of any health system intervention must consider its possible effects across all major sub-systems of 
the health system” (WHO, 2009: 50). 
Moreover, the WHO also identifies some other key areas of health systems strengthening. For 
example, it is argued that it is a crucial step to strengthen the governance and leadership roles of 
health systems stewards and that multi-stakeholder involvement is also a crucial element. Building 
and managing partnerships is also considered essential in the systems perspective, involving the 
facilitation of interdisciplinary meetings, consensus building, and instilling ownership of the 
products and processes of the intervention (WHO, 2009: 74, 79, 81). Furthermore, it is argued that 
”The more often and more comprehensively the actors and parts of the system can talk to each other 
– communicating, sharing, problem-solving – the better chance any initiative to strengthen health 
systems has” (WHO, 2009: 86).  
Swanson et al. argue in a similar vein that it is critically important to enhance the capacity of local 
organizations, to strengthen the interactions between them, and to improve the institutions that 
underpin these interactions. They argue that what is critical for improving institutions and systems 
is to enhance system-wide governance and the ”soft” organizational capacities, such as 
communication, trust building, diplomacy, networking, making sense of complex social situations, 
political advocacy, and leadership – things which require time to develop (Swanson et al., 2015: 1, 
2, 5). Similarly, Senkubuge et al. argue that there is a broad consensus about the need to strengthen 
health systems as a whole rather than focusing on discrete, disease-focused components, and they 
for example consider it problematic that many developmental partners, NGOs, and the private 
sector develop small, stand-alone information systems for their projects, thus hampering the 
development of a common information system for regions or states (Senkubuge et al., 2014). This 
is important because reliable health data are essential for health policies and decision making (Birn, 
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Pillay & Holtz, 2009: 238), and actually the WHO considers it a crucial barrier for monitoring and 
evaluating health systems’ basic functions that good quality in-country databases are often lacking, 
which is why it is argued that it is critical for more efficient and coordinated efforts in improving 
health systems to invest in the availability, quality, and use of data (WHO, 2009: 81). According to 
the WHO, other central capacity constraints in the health systems strengthening efforts in 
developing countries are the limited multi-disciplinary technical skills, weak research partnerships 
and collaborations, the lack of innovative research methods, and limited skills in building and 
managing partnerships (WHO, 2009: 80). All these point are very interesting for our purposes as the 
Chagas control program in El Salvador has both been involved in the data management, the 
building of multi-disciplinary technical skills, research partnerships, and partnership building of the 
country’s health system, and they are points which we are going to return to in our analysis. 
We consider it important to mention that there is not a uniform consensus on the meaning of health 
systems strengthening (Swanson et al., 2012: 55), and for example the idea of applying the systems 
perspective to HSS is not universally accepted as many practitioners dismiss it as too complicated 
or unsuited for practical purposes (WHO, 2009: 75). According to Hafner and Shiffman, 
definitional issues, such as the lack of consensus on what HSS entails and on what indicators should 
be used to measure progress, hamper implementation and assessment of health systems 
strengthening as there is a weak evidence base for informing policies and programs. Furthermore, 
they argue that the history of long-standing pendulum swings in the field of global health between 
vertical and horizontal approaches raises the question of whether the current interest in HSS is 
going to be sustained (Hafner & Shiffman, 2013: 41, 47, 48). 
 
Integration Between Interventions and Health Systems     
The concept of ’integration’ is also one of the main differences between vertical and horizontal 
health interventions in the debate surrounding their respective merits. As it was a goal of the Chagas 
control program in El Salvador that it should be carried out in tight collaboration between the staff 
from JICA and the national Ministry of Health and that it should be incorporated into the field 
activities of the MoH, we consider integration to have been a main part of the strategy. Therefore, 
we will in this section touch upon the supposed merits of integrating health programs and we will 
introduce a conceptual framework, which will enable us to conceptualize our findings on the 
integration of the Chagas program.  
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While health initiatives which target specific diseases can be beneficial on their own, Gyapong and 
others (2010) argue that key determinants of many of these programs’ success have been how 
effectively they have been integrated into the health systems in the countries where they have been 
carried out. It is argued that the integration of such programs into the general health systems can: 
lead to greater efficiency, place the programs’ priorities in the context of other services, have more 
sustainable political and community support, and can improve on the programs’ coverage and 
reduce their cost, making the programs generally more sustainable. A challenge for the effective 
integration of disease control interventions is related to their financing mechanisms which is often 
reliant on international resources. Thus, if the international resources begin to decline, the 
implementation is often unable to be sustained (Gyapong et al., 2010: 160-163).  
 
Conceptual framework     
There is no commonly accepted definition of integration (Atun et al., 2010: 104), and the term is 
used to describe a number of different organizational arrangements in different settings (The World 
Bank, 2009: 1). Some view integration as the process of merging or tightly coordinating disease-
specific control activities with the rest of the health-care delivery in a country (Gyapong et al., 
2010: 161), while Atun and others are more specific as they ”define integration as the extent, 
pattern, and rate of adoption and eventual assimilation of health interventions into each of the 
critical functions of a health system”. An intervention is considered to be an ’innovation’ such as 
new (or scaled up) ideas, practices, objects or institutional arrangements in a health system’s 
technologies, inputs into service delivery, organizational aspects and processes related to decision 
making, planning, and service delivery (Atun et al., 2010: 106). The six critical functions, which to 
some degree look quite similar to the building blocks of health systems that the WHO operate with, 
are:  
Governance: At this level integration can involve measures such as the alignment with existing 
regulatory mechanisms, unified accountability frameworks, integration of reporting, and a common 
performance management system. 
Financing: Integration can involve pooling of finances, either for a certain intervention, for a health 
sector wide approach, or as direct budget support for the Ministry of Health.  
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Planning: Integration can happen at both local and national levels in relation to for example needs 
assessment, priority setting, capacity planning, and resource allocation. 
Monitoring and evaluation (M&E): Integration can involve the use of shared indicators and 
establishment of integrated data collection, recording analysis, and reporting systems 
Demand generation: Integration can involve joint systems for financial incentives, such as 
conditional cash transfers and health insurance, or common approaches for health education and 
promotion 
Service Delivery4: Integration relates to the provision of an intervention’s services which is either 
the responsibility of the general or multi-purpose health workers (which would be full integration), 
the shared responsibility of both general health workers and staff of the targeted health intervention 
(which would be partial integration), or the responsibility of the staff of the targeted intervention 
alone (which would constitute no integration with the general health system)  
(Atun et al., 2010: 106, 108; World Bank, 2009: 16).  
In this context it becomes apparent that health interventions’ extent of integration can vary in the 
different critical functions, and the authors distinguish between full, partial or non-integration 
(World Bank, 2009: 5). An intervention and its functions can be more or less integrated with each 
of the six critical functions of health systems, and it is not necessarily integrated to the same extent 
into each of them. Basically, the different functions of an intervention are considered to be fully 
integrated if they are the responsibility of- and are undertaken through the existing health system; 
they are considered to be partially integrated if they are undertaken in collaboration and when 
responsibility is shared between the health system and the intervention entities; and they are 
considered to be non-integrated if they are only focused on a particular disease or problem and are 
only the responsibility of the intervention’s own staff and entities (World Bank, 2009: 12-18). 
Additionally a few more points should be mentioned here: In governance, the extent of integration 
also concerns whether the governance arrangements for the targeted health interventions are the 
same as those for the general health services – if they are the same it consitutes full integration 
(World Bank, 2009: 12); In financing, full integration is if an intervention is funded entirely through 
the national or regional health care budget, and partial integation is if earmarked funds are provided 
                                                          
4 This critical function is not mentioned in the same context as the other ones in the article but Atun and the same group 
of scholars have also authored a World Bank Working Paper, in which the integration of service delivery is explained. 
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for the intervention but are channeled through the health system, while non-integration is when 
financing is provided directly to an intervention and addresses only a particular problem (World 
Bank, 2009: 15); finally, full integration into planning is if decision-making in planning is 
undertaken by the institutions or stakeholders who are involved in the same tasks for the general 
health system. Partial integration is when the decision-making is retained by those managing the 
health intervention but involve a range of stakeholders, while non-integration is if the decision-
making is solely focused on the intervention without consideration of general healthcare activities, 
and this can also include specific units and national and locals levels (World Bank, 2009: 15-16).  
We find it appropriate to mention here that Atun and others argue that in practice few health 
interventions are actually either fully integrated or completely non-integrated. This means that there 
is a ”false dichotomy” between the two poles as ”there exists a highly heterogeneous picture both 
for the nature and also for the extent of integration” (World Bank, 2009: 23).  
 
Community participation  
Community participation is one of the main elements of the comprehensive notion of primary health 
care and it has been an main part of the strategy of the Chagas control program in El Salvador. 
Therefore we intend to analyze which type of community participation that has been employed, and 
to be able to do this we will introduce a framework which enables the distinction between different 
types of community participation through a list of indicators. This will enable us to theoretically 
define the approach of community participation in El Salvador, and we will here also touch upon 
some of the other important themes related to community participation. 
Community participation was one of the key components of the Primary Health Care declaration of 
Alma Ata of 1978, and recently there has been a renewal of interest in the concept as many share an 
assumption that the delivery and uptake of health interventions can be enhanced through this 
strategy (Draper et al., 2010: 1102-1103). It is widely argued:  
 
 That the involvement of people in the decision-making process related to service delivery 
makes them more likely to use and respond positively to health services.  
 That people can contribute to community health improvements through their individual and 
collective resources – such as time, money, materials, and energy.  
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 That risky health behaviours are more likely to be changed when the target group is 
involved in deciding how this change is made 
 That people become increasingly able to control their own lives when they gain information, 
skills, and experience through community involvement. 
(Rifkin, 2009: 32).  
 
Underpinning propositions for the idea of community participation are also that it can build 
resilient, self-determining communities and that giving decision-making powers to community 
members can result in locally responsive health care, containment of costs,  improvement of health 
outcomes, and more accountable health professionals and health systems (Kenny et al., 2015: 1906-
1907). However, a multiplicity of definitions of what community participation means has made it 
difficult to evaluate its impacts and there is thus limited evidence of a direct relationship between 
community participation and positive health outcomes (Draper et al., 2010: 1102-1103). The 
confusion about community participation is related to the fact that both ’community’ and 
’participation’ mean different things to different people (Rifkin, 2009: 32), and it is unclear for 
many how meaningful community participation will actually be achieved as there is a lack of 
knowledge on the enactment of the approach (Kenny et al., 2015: 1907). Some distinguish between 
the target-oriented (which is also termed ’utilitarian’) and the empowerment approaches to 
community participation. In the target-oriented approach, participation is considered to be a means 
to achieve health improvements, for example by mobilizing the community to support health 
services and interventions. In this approach the involvement of people is passive as it is health 
professionals who design and plan activities, and the goal is to achieve observable health changes in 
a population. In the empowerment approach the aim is to enable people to take power over the 
decisions that affect their lives and health, and their participation, learning, and involvement are in 
themselves also among the goals. Therefore, the involvement of people is active and based on 
community initiatives, and evaluation of this type of community participation also focuses on 
processes, people’s perceptions, and social change. In practice, however, the differences between 
the two approaches are not always clear-cut (Pérez et al., 2009: 335-336).  
 
Draper and others (2010) similarly touch upon the distinction between the utilitarian model and the 
empowerment model of community participation, mentioning that both the models have received 
criticism: the utilitarian model for co-opting participation as a technocratic solution to a political 
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problem and for conceiving participation as an intervention rather than a social process to address 
health problems created by poverty and inequality. The empowerment model has been criticized for 
being difficult to implement and for making unrealistic assumptions about the abilities of the poor 
and marginalized to participate. However, the authors argue that there is a need for a more flexible 
and inclusive typology of community participation (Draper et al., 2010: 1103). They understand 
community participation as a ”complex and variable social process” which is situation specific, 
which is why it is considered unrealistic to search for a ”gold standard” of the strategy. Instead, they 
argue that any evaluation framework ”needs to be able to examine the role and function of 
community participation in its various forms” and that such a framework should: allow the 
description of process as well as outcomes; contain qualitative as well as quantitative indicators; 
and its indicators should be able to reflect the particular program and contexts under consideration 
(Draper et al., 2010: 1104). 
These authors work with a continuum of community participation that contains three different 
approaches, which are not mutually exclusive but rather form points on the continuum: (1) The 
medical approach, in which health is defined as the absence of disease, and participation means that 
people do what is advised by professionals – this approach can also be seen as one of mobilizing 
communities. (2) The health services approach, in which health refers to the physical, mental, and 
social well being of the individual, and participation means that the community contributes with 
time, materials and/or money – this approach can be seen as one of collaboration but it is the 
professionals who define the participation. (3) The community development approach, in which 
health is considered ”a human condition”, and participation means that the community is planning 
and managing health activities, while professionals are used as resources and facilitators – this 
approach can be seen as one of empowerment (Draper et al., 2010: 1104-1105). Furthermore, the 
authors work with five ”process indicators” of participation: (i) Leadership; (ii) Planning and 
Management; (iii) Women’s Involvement; (iv) External Support for Program Development in terms 
of finance and program design; and (v) Monitoring and Evaluation (Draper et al., 2010: 1105). 
Each of these five indicators can separately be related to the three aforementioned approaches 
(points on the continuum), and a health program’s nature can thus be characterized by analyzing 
which of the three approaches the program’s indicators are most similar to. The different indicators 
are not necessarily of the same nature but they are characterized as having values of either (1) 
mobilization, (2) collaboration, or (3) empowerment, and we will here outline how each of the 
28 
 
different indicators (i-v) can be characterized according to these values, according to Draper et al. 
(we understand these values to be the characteristics of the three different approaches): 
 
Values of mobilization (or the medical approach):  
 (i, Leadership) Health professionals assume leadership of the program. 
 (ii, Planning) Health professionals decide a program’s focus, goals and activies and provide 
its resources. 
 (iii, Women’s Involvement) The inclusion of women is not specifically sought, and their 
active participation is not a program objective. 
 (iv, External Support for Program Development in terms of finance and program design) 
The funding comes from outside the community and is controlled by health professionals. 
 (v, Monitoring and Evaluation) Health professionals design the monitoring and evaluation 
protocols, mainly using an approach of hypothesis testing and statistical analysis of health-
related outcomes.  
 
Values of collaboration (or the health services approach): 
 (i) There is collaborative decision-making between health professionals and community 
leaders, and the local leadership tries to present the interests of different groups. 
 (ii) The collaboration is instigated by health professionals but activities reflect community 
priorities, and both professionals and community members provide resources.  
 (iii) Women participate actively but with minor decision-making roles. 
 (iv) The majority of the funding comes from the outside and is allocated by professionals 
but community members are asked to contribute time, money and materials. The program is 
designed by health professionals in discussion with community representatives. 
 (v) The monitoring and evaluation involves community members in data collection and 
feedback but health professionals design the protocols and perform the analysis. 
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Values of empowerment (or the community development approach): 
 (i) The program is led by community members selected through a representative process and 
the interests of various groups are represented in decision-making. 
 (ii) The community defines priorities, manages the program and learn skills for management 
and evaluation, while health professionals facilitate the process. 
 (iii) The active participation of women in positions of decision-making and responsibility is 
a program objective. 
 (iv) Community members find ways of mobilizing resources, both through external funding 
and their own resources, and the program is designed by community members. 
 (v) The communities conduct participatory monitoring and evaluation that produces locally 
meaningful findings with a variety of data collection methods and their own indicators. 
(Adapted from table in Draper et al., 2010: 1106). 
This approach opens possibilities of characterizing the nature of participation in each of the 
different indicators of a health program, and as a result of this and of the fact that communities are 
heterogeneous and complex, the authors conclude that community participation can take many 
forms (Draper et al., 2010: 1108). We have chosen this framework because it appears less rigid to 
consider community participation in terms of a continuum than in terms of the poles of utalitarian 
and empowerment models, and we intend to use it to analyze which form of community 
participation that has been used in the Chagas control program and to discuss how the different 
”indicators” of the community participation of the program can be characterized as either having 
values of mobilization, collaboration, or empowerment.  
We also wish to use this subsection to highlight a few important supplementary considerations 
about community participation. It is important to mention that community participation is rarely the 
only component of health programs, meaning that the element of participation depends both on the 
characteristics of the general program approach and also on its location and actors (Draper et al., 
2010: 1104). Moreover, it has been suggested that it is not possible to create broad and self-
sustaining community participation through health services alone because people and communities 
also have other priorities, such as food, shelter, education, and income, meaning that health is rarely 
a priority unless people are sick (Rifkin, 2009: 32). The final theme, which we will touch upon in 
this subsection, is concerned with how to assess the impact of community participation. The 
predominance of quantitative assements is, according to Rifkin, a problem because they do not 
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capture whether community members gain ownership of a health program, which she considers one 
of the most important parts of the process as it can lead to program sustainability. Also, critical 
factors such as leadership, compassion, bonding relationships and building of partnerships are 
difficult to quantify which complicates the assumption of a direct, linear relationship between 
participation and outcome (Rifkin, 2009: 34-35).  
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4. Methodology 
In this section we will first touch upon how a qualitative approach can be used in global health, and 
we will explain the characteristics of conducting a qualitative case study. Next, we will touch upon 
our methods of data collection, outlining our procedure of finding interviewees, and we will also 
explain our approach of using expert interviews and our ethical considerations. Then, we will 
specify our analytical methods, explaining the coding and interpretation of our data through 
abductive reasoning, and finally we will touch upon some of the limitations of our investigation. 
 
The Qualitative Approach in Global Health  
According to Anne Mills (2012), there is a key distinction in health policy and systems research 
methods between experimentation (such as controlled experiments, quasi-experiments, and natural 
experiments) on one hand and observation of everyday contexts (including case studies) on the 
other (Mills, 2012: 4). Swanson and others argue that qualitative research for example can help to 
understand health systems complexities and to identify facilitators and barriers to the 
implementation of health programs, adding to the comprehension of social, political, and economic 
factors (Swanson et al., 2012: 58). The choice between quantitative and qualitative research 
methods has a lot to do with the purpose of the research, and there is for example a key difference 
between impact evaluations, which aim to make strong statements about causality, and process 
evaluations, which investigates how and why things happen (Mills, 2012: 4). It has also been 
argued that while the experimental study design can evaluate single subcomponents of a health 
intervention, there is a limitation of this design with regards to investigating larger health system 
interventions (Béhague & Storeng, 2008: 647-648). These considerations underpin the relevance of 
our qualitative approach in this thesis: we are not investigating the causality between specific 
subcomponents and results of the Chagas program in El Salvador but rather how this disease control 
program was implemented to strengthen and be integrated with a national health system; and how 
the approach of community participation was employed. Therefore, we consider our thesis to be a 
type of a process evaluation.  
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Characteristics of Conducting Qualitative Case Studies 
According to Mabry (2008), ”The raison d’être of case study is the deep understanding of particular 
instances or phenomena” (Mabry, 2008: 214), and she argues that a common feature of case studies 
in social sciences is to closely scrutinize the experiences and perceptions of participants in the case 
as it necessary to go beyond countable aspects and trends to understand it (Mabry, 2008: 215). 
According to Mabry, an example of the deep understanding, which can be obtained through 
qualitative, interpretivist, case studies in social sciences could be the personal experience of how 
some patients deal with the effects of a certain treatment. Quantitative studies rather enable a broad 
understanding of social phenomena through providing data for numerical generalizations about a 
theme, such as survival rates of a certain treatment option. Mabry further argues that the qualitative 
and interpretivist case studies also employ an emergent design, which means that ongoing changes 
are made to the design of the study as new information emerges during data collection and that the 
focus of the study can change as certain features turn out to be the most significant, whereas 
quantitative studies carefully adhere to a preordinate design. Moreover, the interpretivist case 
studies are expansive as datasets can be expanded because new sources of information are 
discovered and new questions are articulated, while quantitative studies reduce data to numbers for 
statistical analysis (Mabry, 2008: 216). Related to these last two points Mabry argues that 
interpretivist case study researchers should follow data wherever it leads instead of searching for 
data to confirm or disconfirm an a priori theory or hypothesis (Mabry, 2008: 218).  
According to Mabry, ”qualitative methods prominently feature three related data collection 
techniques: observation, interview, and the review and analysis of site-generated or –related 
documents” (Mabry, 2008: 218), and we have been using the two latter of these data collection 
techniques in our investigation. Before we will specify our own methods, we will now outline how 
we decided to go to El Salvador and how we found our interviewees. 
 
Our Procedure of Choosing El Salvador as Our Case Study and of Finding Interviewees 
Early on in our process of searching for information we found out that many of the recent articles 
about Chagas disease which we found were published by the Public Library of Science (PLOS)5, a 
                                                          
5 https://www.plos.org/publications/journals/ 
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nonprofit publisher and advocacy organization which publishes the open access journal PLOS 
Neglected Tropical Diseases, among others. In mid-August 2015, we therefore contacted PLOS 
with the aim of getting advice about how to find potential interviewees for our thesis, as we wished 
to supplement the knowledge we could find in articles and reports with another type of data 
collection. We were advised to try to take contact to the persons listed as corresponding authors on 
the articles which we were interested in. Therefore, we took contact to a range of authors, and we 
received an answer from Ricardo E. Gürtler who, while pressed for time himself, suggested another 
list of potential contacts, whom we contacted in the beginning of September. One of these contacts 
was Ken Hashimoto who has experience with Chagas disease from the Japan International 
Cooperation Agency and PAHO/WHO and who has written a book about JICA’s Chagas programs, 
and during September we were in contact with him, explaining our intent to investigate initiatives 
which have addressed Chagas disease and our interest to conduct interviews with persons who have 
been involved in such initiatives. Mr. Hashimoto was very helpful and interested in our 
investigation, and in the beginning of October he provided us with a list of potential contacts in 
each of the Ministries of Health in the four Central American countries in which JICA’s Chagas 
control programs have been carried out. We wrote e-mails to each of them, again explaining our 
interest in investigating initiatives which had addressed Chagas disease and in conducting field 
work as a part of this investigation, and over the course of October it became clear that El Salvador 
was the location where the practical circumstances seemed to favor our idea of conducting field 
work the most, as our contact persons were very open to take the time to receive us and to take part 
in interviews. The fact that the practical circumstances of access to interviewees was an important 
reason for choosing El Salvador as our case, is also an example of Mabry’s (2008) argument that 
the identification of a case to be studied will for example largely depend on the negotiation of 
access to the site (Mabry, 2008: 216-217).   
Thus, we decided to go to El Salvador, and we arrived there at the end of November, spending three 
weeks in the country. During our initial interview with the Program Coordinator and a Medical 
Technician from the Chagas program6 we set up the interviews both with PAHO’s Adviser and with 
the Head of a Regional Vector Unit for the following day. During our interview with the Head of 
the Regional Vector Unit we were moreover able to set up a field visit7 to a health center in San 
Pablo Tacachico in the department of La Libertad. Ken Hashimoto had also facilitated contact 
                                                          
6 December 8th, 2015.  
7 December11th, 2015. 
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information to a Japanese Senior Representative of JICA, El Salvador, and we set up an interview 
with him and with two Salvadoran JICA officials8 - while one of these Salvadoran officials did only 
sit in on the interview without making any comments, the other had extensive experience with the 
Chagas program and both she and the JICA representative participated actively in the interview. All 
of the interviews which were carried out during our field work in El Salvador were conducted in 
Spanish, and they have been transcribed and later translated into English.    
Furthermore, we have conducted interviews on Skype with JICA’s former Regional Adviser9 in 
Chagas disease in Central America and with a former JICA Representative in Nicaragua10, and both 
of these interviews were conducted in English and transcribed. In the beginning of our research we 
also became aware that Médecins Sans Frontières (MSF) had started a Chagas program in 
Monteagudo in the department of Chuiquisaca, Bolivia, and the beginning of August we took 
contact to MSF’s Country Coordinator in Bolivia. He was also willing to help us, and we conducted 
an interview on Skype with him11, also in English.  
With the exception of the interview with the Head of the Regional Vector Unit, which lasted about 
45 minutes, the rest of our interviews all lasted a bit more than an hour each. As only Peter Røpke 
speaks Spanish, he conducted, transcribed, and translated all the interviews in El Salvador, while 
Toke Nielsen was in charge of the interviews in Skype and transcribed these. 
  
Expert Interviews 
In our interviews we used the approach of a semi-structured interview, which “allow probative 
follow-up questions and exploration of topics unanticipated by the interviewer, facilitate 
development of subtle understanding of what happens in the case and why” (Mabry, 2008: 218). 
Moreover, we specify our interviews to be expert interviews, following the definition by Meuser 
and Nagel (2009), because our interviewees are individuals who have acquired ”special knowledge” 
by having been active participants and by carrying out specific functions in professional roles in the 
Chagas program (Meuser & Nagel, 2009: 24). In addition, we also follow Michaela Pfadenhauer’s 
(2009) definition of experts because our interviewees have not only possessed problem-solving 
                                                          
8 December 16th, 2015. 
9 January 21st, 2016. 
10 January 14th, 2016. 
11 November 16th, 2015. 
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knowledge, which is not generally available, but they have also had a responsibility for problem-
solving related decisions and a more comprehensive knowledge that enables them to identify 
problem causes and solution principles (Pfadenhauer, 2009: 82-83). As we have sought to access 
knowledge which our interviewees have obtained through their action and experience with the 
Chagas program, the type of expert interviews which we have carried out have affinities with what 
Bogner and Menz (2009) label the systematizing expert interview in which the experts are sources 
of information with regard to the reconstruction of sequences of events and social situations. In this 
way the experts have served as informants who have provided us with facts and specialized 
knowledge, which would otherwise not be available to us, in Bogner and Menz’ terms (Bogner & 
Menz, 2009: 46-47). This knowledge can be specified to be process knowledge, which relates to 
information about sequences of actions, interaction routines, organizational constellations, and past 
or current events (Bogner & Menz, 2009: 52). Our focus on getting process knowledge also goes 
well with the fact that we are doing a process evaluation in our thesis. 
The literature on expert interviews also enables a specification of our approach in a bit further detail 
as we have sought to conduct an investigation which is close to what Wroblewski & Leitner (2009) 
label the model of responsive evaluation (Wroblewski & Leitner, 2009: 237). In this model the 
problems perceived by the participants (regarding a policy or a program) play a central role, and our 
investigation has elements of two of the steps in such an evaluation: a policy evaluation and an 
implementation evaluation. In the policy evaluation a program is examined in relation to its internal 
consistency and its appropriateness regarding context and target group, and expert interviews with 
decision-makers and the people involved in program development can be used in order to answer 
key questions about the motivation, expectations, and assumed effects of the program (Wroblewski 
& Leitner, 2009: 238-239). The implementation evaluation analyzes the implementation and 
realization of a program against its objective and provides feedback to identify problem areas and to 
develop suggestions for improvement, and the key topic areas in this approach are practical 
experiences, perceptions of problem areas, opportunities for improvement, and the appraisal of 
individual aspects of the program (Wroblewski & Leitner, 2009: 239; 242). These types of themes 
are evident in our investigation because we are both interested in the motivations and expectations 
of the Chagas program and also in its problem areas, opportunities for improvement and appraisal 
of its individual aspects.  
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The same authors also touch on a potential issue with our use of expert interviews, namely the fact 
that our interviewees have also been participants in the intervention to be analyzed or evaluated. 
According to Wroblewski and Leitner, such interviewees can have a special interest in the result of 
the investigation, which can lead to distortions in their response behavior: Different aspects can be 
presented as more positive or negative than they really are, and the willingness of the experts to 
provide information might be compromised, and this is labelled the stakeholder problem 
(Wroblewski & Leitner, 2009: 236, 240-241). We will return to the point of the stakeholder 
problem in our limitations but now we will touch upon our ethical considerations. 
 
Ethical Considerations   
In case studies the participants have a stake in whether the case accounts are flattering or damning 
for them (Mabry, 2008: 220), and according to Vaida Obelenė (2009), a researcher has a 
commitment to protect both the study and the interviewee from harm when using expert interviews 
(Obelenė, 2009: 184). She argues that one of the typical guidelines with regards to ethical issues is 
the use of informed consent, which should ideally rule out deception of the subjects (Obelenė, 2009: 
193, 196). Therefore, we elaborated an informed consent form but in the end we never did use it as 
it did not seem natural. We did, however, mention most of the same information from our consent 
form orally to all our interviewees, for example that they could remain anonymous in our thesis, if 
they wished to, but none of them expressed a desire to do so. We have, however, chosen to refer to 
our interviewees by their titles in the Chagas program instead of by their names. Moreover, it 
should be mentioned that we asked all of our interviewees if it was fine with them that we recorded 
the interviews before we started to do so, and all of them agreed to this. Another of Obelenė’s 
arguments is that it should be possible for respondents to access their data and to fix their interview 
transcripts and that they should be offered opportunity to withdraw from a study at any point 
(Obelenė, 2009: 185-186). With this in mind we have made arrangements with our interviewees 
about sending them our final thesis, and we have also mentioned to them that while our thesis is not 
intended for publication, we will ask for their consent once again to use their accounts in our work, 
should we ever get the opportunity to publish it. In this way, it will both be possible for them to 
make corrections and withdraw from the investigation. 
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Document Review 
In addition to our expert interviews we have also done a review and included a range of program-
related documents, reports, etc., which we have used to find a lot of basic information about the 
program and to find out what the involved parties themselves have argued about it. This information 
was used in our analysis along with our own empirical data, and furthermore the information helped 
us single out the important themes for our interviews. These sources include: JICA’s report on its 
best practices (JICA, 2014A, 290 pages); a short English summary of this (JICA, 2014B, 32 pages); 
Ken Hashimoto’s book on the Chagas programs (Hashimoto, 2015A, 248 pages), which has also 
been published by JICA; a PAHO report on the historical developments related to Chagas disease in 
El Salvador (PAHO, 2011, 58 pages); El Salvador’s Technical Standard for the prevention and 
control of Chagas disease (MoH, 2011A, 25 pages); the Technical guidelines for the spraying 
activities related to Chagas disease (MoH, 2011B, 19 pages); and JICA’s terminal evaluation report 
(JICA, 2011, 10 pages in English about El Salvador). As all of these sources except the short 
summary of JICA’s best practices and the terminal evaluation report are in Spanish, the references 
to the majority of the documents are based on our own translation into English. 
 
Analytical Methods – Coding and Abductive Reasoning 
After transcribing our interviews we began a process of coding both our interview data and the data 
which we found in project documents and reports, and we will therefore first touch upon what the 
process of coding is and then upon how we have done it in our own research. Then, we will touch 
upon how coded data can be interpreted, and how we have done it. Coffey and Atkinson (1996) 
argue that coding is about condensing the bulk of a researcher’s data into analyzable units by 
creating categories and generating concepts from and with the data. Those categories are used to 
link the different segments in the data by defining them as having some common property or 
element, and in this way “[c]oding can be thought about as a way of relating our data to our ideas 
about those data” (Coffey & Atkinson, 1996: 26-27). Apart from reducing the data into manageable 
proportions, coding can also reorder data, which allows the data to be thought about in new and 
different ways. Thus, coding can also be used to expand, transform, and reconceptualize data – a 
process of data complication – and it is argued that coding is usually a mixture of data reduction and 
data complication in practice (Coffey & Atkinson, 1996: 28-30). On the one hand, the task of data-
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reduction entails a segmenting of the data into initial codes or categories, and also subcategories, 
which is the first step of coding and a “useful preliminary” to a more detailed analysis (Coffey & 
Atkinson, 1996: 35-36). On the other hand, Strauss (1987) provides an example of how coding can 
complicate and expand qualitative data, arguing that coding is much more than simply giving 
categories to data. Instead, coding is also about breaking the data apart in analytically relevant 
ways, leading to further questions to and interpretation of the data (Straus, 1987: As referred to in 
Coffey & Atkinson, 1996: 31).  
Coding is relevant for our investigation because our interviews yielded vast amounts of data on 
various different subjects related to the Chagas program and because we needed to divide our data 
in relation to our different frameworks. Therefore, it was necessary for us to reduce this data into 
manageable units, and we started our coding process by categorizing segments of our interview 
transcripts into initial categories of health systems strengthening, integration, community 
participation, and in this way we used our conceptual frameworks as the initial codes, while the 
data segments, which did not fit into one of the first three initial categories were put into the 
category of contextual analysis – Coffey and Atkinson also argue that chunks of data which do not 
“fit” into the codes should not be ignored (Coffey & Atkinson, 1996: 47). Then, we put the 
segments into subcategories, which varied for each conceptual framework: For health systems 
strengthening the data segments were put in relation to one of the different “building blocks” of 
health systems; for integration they were put in relation to one the different “critical functions” of 
health systems; and for community participation the data segments were put in relation to one of the 
different “process” indicators. 
Before we go into explaining how we interpreted and analyzed the data after coding it into these 
categories, we will touch upon how such analysis can be done. According to Coffey and Atkinson, 
theorizing is integral to the analysis of data but they argue that instead of considering this theorizing 
to be something grandiose, it can simply be thought of as having and using ideas when thinking 
with the data (Coffey & Atkinson, 1996: 139-140). These ideas are not found in the data itself but 
can for example come from previous experience or from the reading of the literature from a certain 
academic field, and using them represent a move “beyond the data” towards analysis and 
interpretation (Coffey & Atkinson, 1996: 153-154). The authors advocate abductive reasoning or 
inference, which is contrasted with the inductive – deductive dichotomy, as a way of going beyond 
the data. According to the authors, inductivism is based on the assumption that the close inspection 
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of ever more data can reveal regularities and develop laws and generalizations but they argue that it 
may encourage unremarkable and undistinguished descriptions with little or no innovation and 
development. On the other hand, they claim that deductivism asserts that empirical research can 
only be used to test theories, meaning that there is little or no basis for empirical research to inform 
the generation of new theories. In contrast, it is argued that there is a repeated interaction among 
existing ideas, former findings and observations, new observations, and new ideas in abductive 
reasoning. The starting point is the identification of a particular phenomenon which is then related 
to broader concepts with the aim of locating the phenomenon (and one’s data about the 
phenomenon) in explanatory or interpretive frameworks. However, such slotting of the 
phenomenon or data into existing ideas is not the end point of the interpretation, which also 
includes to use new, surprising, or anomalous observations to come up with new configurations of 
ideas (Coffey & Atkinson, 1996: 155-156). Thus, it is possible to engage actively with the ideas of 
others and develop interpretations that go beyond the limits of one’s own data and beyond how 
previous scholars have used the ideas (Coffey & Atkinson, 1996: 158). In this way “[a]bductive 
inferences lead us from specific cases or findings toward generic levels that allow us to move 
conceptually across a wide range of social contexts” (Coffey & Atkinson, 1996: 162).  
Throughout our investigation and later in our analysis and interpretation of our data, we have 
followed such a strategy, and our starting point was the identification of health interventions in 
Chagas disease as the phenomenon, which we were going to investigate. By reading a lot of 
different literature from the field of global health we then encountered the “ideas” of considering 
health interventions in the vertical-horizontal-diagonal terms and of analyzing how health 
interventions can strengthen health systems; how they can be integrated with them; and how 
approaches of community participation can be theoretically defined. In this way we found our 
interpretive frameworks, and using these frameworks (or “ideas”) enables us to develop 
interpretations of our data which go beyond the specific case of Chagas control in El Salvador and 
use our case to contribute to the vertical-horizontal-diagonal debate. As mentioned in an earlier 
section, it has been argued that it is not well defined how “diagonal” health interventions can be 
operationalized in practice, and therefore our engagement with the idea of diagonal interventions 
can also add to how other scholars before have used the ideas of verticality, horizontality, and 
diagonality in health interventions by analyzing how the disease-specific Chagas intervention has 
worked in terms of health systems strengthening, integration, and community participation. In this 
context we find it appropriate to touch a bit on the concept of generalizability which refers to the 
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capacity of a case to be informative about a general phenomenon and be broadly applicable beyond 
the specifics of the case itself (Mabry, 2008: 222). Mabry argues that single case studies do not 
enable “grand generalizations” but rather “petite generalizations”, which “apply within the case but 
do not go beyond the strongest possible interpretations warranted by the data from the case” 
(Mabry, 2008: 223). We understand this as meaning that our investigation of the specific case of 
Chagas control in El Salvador enables us to say something about broader “ideas” – health systems 
strengthening, integration, and community participation – which are also important in similar cases 
of health interventions where the same ideas can be applied and investigated. However, 
investigating such similar cases would not necessarily lead to the same conclusions, or it cannot be 
expected that our findings can be applied directly to those other cases. 
 
Limitations 
An important limitation in our investigation is that we are relying on a limited amount of data, and 
our arguments are to a large degree based on the accounts provided by six interviewees about the 
JICA projects and one about MSF. Therefore, we could have improved the validity of our 
investigation, which “refers, essentially, to the accuracy of data and the reasonableness and 
warrantedness of data-based interpretations” (Mabry, 2008: 221), by increasingly using 
triangulation (Mabry, 2008: 222): In that we have done interviews with representatives of different 
entities – the MoH, JICA, and PAHO – we have to some degree done a triangulation by data 
sources, which “involves collecting data from different persons or entities” so that the sources can 
confirm, elaborate, or disconfirm information from the other sources (Mabry, 2008: 222). However, 
it should be noted that all these entities have collaborated in managing the Chagas program, and 
with the aforementioned “stakeholder problem” in mind it would have been a more solid 
triangulation by data sources to have talked to some of the affected persons who have not been 
involved in the management of the project. Such persons could for example be community 
members who are involved in the community participation in entomological surveillance, local 
scholars who investigate Chagas disease, or the doctors who work with Chagas patients, as their 
testimonies would not be affected by the stakeholder problem. In this context we find it important to 
mention, though, that we have not had the impression that any of our interviewees have responded 
dishonestly to any of our questions, and all of them have also contributed with information about 
challenges and shortcomings of the Chagas efforts.  
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Additionally, it could increase the validity of our investigation with more methodological 
triangulation, which involves checking the data collected through one method with data collected 
through another method, and an example could be to use direct observations to check whether they 
could confirm the findings from our interviews (Mabry, 2008: 222). It could have provided valuable 
information to see how a consultation for Chagas disease works, how a spraying is carried out, how 
an information meeting with community members about Chagas disease works, or how activities 
related to Chagas are put into the information system, etc. However, we did make some 
methodological triangulation through our day trip to a regional SIBASI office of the MoH and to a 
municipal health center, where we had informal talks with some employees and did indeed obtain 
interesting information. We consider this to be a higher degree of triangulation than our different 
interviews, as these employees to a lesser extent are stakeholders of the intervention. We did also 
collect data about the Chagas program both through our interviews and through reviewing 
documents and reports related to the program but here it should also be noted that these documents 
and reports have been published by the same entities as the ones we have been in contact with. With 
this in mind further research about the Chagas program could focus more on these ways of 
triangulation. We also want to stress that we are making our arguments based on the data which we 
were able to collect through a brief period in El Salvador and through a rather limited amount of 
interviews, and we are aware that more data would probably open up other possibilities of analyzing 
health systems strengthening, integration, and community participation.  
We are also aware that an analysis could have been conducted with merely one of our conceptual 
frameworks, which could have resulted in a more elaborate analysis in that specific framework. 
However, we consider our use of three conceptual frameworks to have enabled a more nuanced and 
thorough analysis of the Chagas program.  
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5. El Salvador 
In order to understand developments in the Chagas program in El Salvador it is important to 
understand its contextual foundation. Thus, we will dedicate this section to introduce some of the 
characteristics of the country along with the current issues and trends that has come to mould the 
contemporary Salvadoran society. This involves recent economical- and political developments, 
geographical specifics, and a short introduction to the gang crime and violence in El Salvador, 
which has come to be one of the country’s major issues.  
 
The Political Transition 
On 15 March 2009, Mauricio Funes, the Candidate of the leftist Farabundo Martí National 
Liberation Front (FMLN) won the presidential election in El Salvador, having campaigned to a 
historic victory over Rodrigo Ávila from the political party National Republican Alliance (Arena). 
FMLN was a coalition of guerrilla groups that fought for revolutionary change during the civil war 
from 1979 and by the end of the war in 1992 it reconstituted itself as a political party, led by many 
of the same commandants who laid down their weapons with the peace accords (Colburn 2009:143; 
Seelke 2013:55). El Salvador is now considered a democracy with reasonably strong political 
institutions and a political culture that places the rule of law above charismatic individuals and 
favoured political parties (Colburn 2009:144). It is widely held that El Salvador has decidedly less 
corruption than its neighbouring countries – Guatemala, Honduras, and Nicaragua, which the 
historical election of 2009 also represents. The victory to Funes was monitored in every detail by 
four-thousand international observers and eight-thousand Salvadorans and consequently the results 
were immediately accepted by all political parties and organizations. This even though the victory 
of Funes was won with a narrow margin (Colburn 2009:146-48) 
 
Economic Status 
In the 1990’s, after the end of the civil war, El Salvador achieved stability and economic growth 
following the embrace of a neoliberal economic model that involved cutting government spending, 
privatizing of state-owned enterprises, and the adoption of the dollar as the national currency in 
2001. These initiatives initially led to strong growth rates in the 1990’s but more moderate growth 
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rates in the 2000’s and the global recession means that growth rates (less than 2% from 2010 to 
2014) have not been enough to improve living standards among the Salvadoran people, of which 
approximately 47% continue to live in poverty (as of 2010) (Seelke 2013:66). The United States is 
home to around 2 million Salvadoran-born migrants and it is considered that at least 20% of El 
Salvador’s population lives abroad (World Factbook, 2016), and since the United States is El 
Salvador’s most important trade partner, the U.S. economic slowdown has caused remittances, 
investments, tourism revenues, and demand for Salvadoran exports to decline (Seelke 2013:66). 
This movement of poor Salvadorans has eased the pressure on El Salvador’s social service system 
and labor market while also providing the country substantial remittances, which has come to 
constitute 17% of the country’s GDP (Seelke 2013:76). The remittances have helped reduce 
poverty, but as of today El Salvador is still considered a lower middle income country (World Bank, 
2016). 
 
Gang Crime and Violence 
The northern triangle of Central America, being Guatemala, Honduras, and El Salvador, is one of 
the most violent areas in Latin America and the world (Cruz 2015:157), and the murder rate of 2015 
of about 104 homicides per 100.000 people represented an increase of about 70 % from 2014. Thus, 
”the death toll has spiked to the highest levels since the country’s civil war ended in 1992” 
(Washington Post, 2016). Moser & Winton highlight three structural factors for violence in Central 
America as being: the legacy of political violence and conflict in the region; the proliferation of 
arms in post-conflict Central America with cross-regional traffic; and severe poverty, inequality and 
exclusion in the distribution of economic, political and social resources in countries across the 
region (Moser & Winton 2002:21). In El Salvador gangs have attained a position as important 
drivers for violence and crime, as former PNC officials state that they are responsible for half of all 
homicides and a majority of extortion in the country (Seelke 2013:62). 
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Departments of El Salvador (Illustration from: https://en.wikipedia.org/wiki/El_Salvador) 
Geography 
In the figure above the different 14 departments of El Salvador is illustrated. El Salvador is the 
smallest but also most densely populated country in Central American and borders to Guatemala 
and Honduras. The climate is tropical on the coast and temperate in uplands with a rainy season 
(May to October) and a dry season (November to April) (World Factbook, 2016).  
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6. General Information about the Chagas Program    
In this section we will introduce the background information about the Chagas control program 
which was carried out by JICA in El Salvador: 
 The Involvement of JICA in Central America 
 JICA in El Salvador 
 Recent Developments Related to Chagas Disease 
 JICA’s Final Evaluation 
 Procedures Related to Chagas Disease in El Salvador  
These topics should establish an understanding of the developments that precede our investigation 
and the background of the Chagas program. The section involves the developments that led to 
JICA’s involvement in Chagas, the reasoning behind its strategy and its evaluations, and we outline 
how Chagas is dealt with in El Salvador. In this section we will also demonstrate how the 
approaches of Health systems strengthening, Integration, and Community participation have been 
main parts of the program. 
  
The Involvement of JICA in Central America 
The Japan International Cooperation Agency was established in 1974, and one of its early 
operations was the involvement in a project of investigation and control of the disease 
Onchocerciasis in Guatemala in the 1970s and 1980s. From 1991 to 1997 the agency took part in an 
investigation of tropical diseases in Guatemala, in which Chagas was also investigated, and this 
experience would prove useful for JICA in the later Chagas control programs, which would soon 
come on the regional agenda (Hashimoto, 2015A: 4, 34-35, 42; PAHO, 2011: 44). In 1997 
delegates from PAHO and the seven Centralamerican countries of Belize, Costa Rica, El Salvador, 
Guatemala, Honduras, Nicaragua, and Panama created the Initiative of Central American Countries 
to Interrupt Vectoral and Transfusional Transmission of Chagas Disease (IPCA12 13). The initiative 
took effect in October 1998 with three specific objectives: to eliminate the vector R. prolixus; to 
diminish the intra-domiciliary infestation of T.dimidiata; and to eliminate the transfusional 
                                                          
12 La Iniciativa de los Países de Centro América para la Interrupción de la Transmisión Vectorial y Transfusional de la 
Enfermedad de Chagas 
13 In 2012 its name changed to IPCAM with the inclusion of Mexico 
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transmission of T.cruzi. IPCA has since been used to organize annual meetings and specific 
workshops, to follow up on activities and evaluate the different national programs, and to exchange 
information with assistance from WHO/PAHO (PAHO, 2011: 25, 44; JICA, 2014A: 15).  
Since IPCA’s inception, JICA became one of the principal contributors to the strengthening of the 
initiative, and JICA initiated its first Chagas control program in Guatemala, which was to serve as a 
pilot project, in the year 2000 in the 4 most endemic departments of the country. The project began 
with an examination of the infestation and dispersion of ”chinches”14 in these zones, and the 
representatives from JICA also analyzed that what was needed in Guatemala was support in 
management and in the coordination between national and regional entities. Therefore, the agency 
opted for sending experts to help in the central planning of the program and volunteers to help in the 
initiatives carried out in the regional districts with the aim of strengthening the communication 
between the central and district levels. Also, the project focused on strengthening the administrative 
and managerial capacities of the Guatemalan government in its activities related to the control of 
the disease (PAHO, 2011:44-45; Hashimoto, 2015A: 5,27,55-56). Through the project in 
Guatemala, JICA established a model of cooperation, which would be used in the other countries as 
well, and two elements, which were common for all of JICA’s Chagas programs, were (1) the 
allocation of Japanese expert advisers at the central level and volunteer assistants at the 
departmental level of the Ministry of Health; and (2) the donation of equipment and supplies such 
as vehicles, spraying equipment, serological diagnostic kits, educational materials, and training 
expenses. PAHO, on the other hand, provided technical assistance through meetings, seminars, and 
evaluation missions. Furthermore, JICA’s function was to facilitate a process of creating new 
connections and alliances between the different areas of the Ministries of health, the inhabitants in 
the affected communities, schools, and the media, so that the knowledge about Chagas would be 
disseminated broadly (Hashimoto, 2015A: 202-203). 
JICA mainly provided support in the areas of chemical control (insecticides); entomological 
investigation and surveillance; and the Information, Education, and Communication (IEC) strategy 
to promote active community participation. On the other hand, the national Ministries of Health had 
the responsibility of interrupting the transfusional transmission of the disease and also its diagnosis 
and treatment (PAHO, 2011: 44-45; JICA, 2014B: 7;). Common for the Chagas control activities in 
Central America was that they were principally focused on getting rid of the triatomines in housing, 
                                                          
14 The common language word for the triatomines. 
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and the goals were to completely eradicate the presence of R. prolixus, and to reach an infestation 
rate15 of less than 5% of T. dimidiata as the experience from South American Chagas campaigns is 
that the transmission of the disease to humans is almost none when this is reached. A further 
objective was to reach a seroprevalence16 of less than 1% (Hashimoto, 2015A: 24-26).  
Moreover the following three boxes illustrate how we deduced that JICA’s strategy in Chagas 
control included health systems strengthening, community participation, and integration based on 
the articulated goals of the program: 
Health systems strengthening 
 To give the national health professionals the ideas and guides to strengthen the 
governmental health system with a special focus on disease control.  
 To create and develop knowledge; to strengthen the competences of the health systems; to 
establish channels of information and coordination. 
 To strengthen management capacities.  
(JICA, 2014A: 3).  
Community Participation 
 Was promoted in the disease control efforts in order to strengthen their effect, efficiency, 
and sustainability. 
(JICA, 2014A: 9)  
Integration 
 JICA applied a strategy of working ”shoulder to shoulder” with the local staff in their daily 
operations.  
 The work with Chagas was adapted to the local reality, so that the central and local 
governments could incorporate it into their field activities.  
(Hashimoto, 2015A: 145-146). 
                                                          
15 The percentage of houses with its presence. 
16 The proportion of persons with antibodies, which the human body generate against the parasite. 
48 
 
 Instead of telling the MoH to use more resources on Chagas, the approach was to give the 
Ministry the capacities to make their own prioritizationi (Japanese Senior Representative of 
JICA, El Salvador)  
 
In this way it is apparent that JICA’s strategy of Chagas control has employed a strategy of both 
health systems strengthening (i), community participation (ii), and integration (iii), three elements 
which are all part what is being considered the horizontal approach to health interventions.  
 
JICA in El Salvador 
The first phase of the JICA project in El Salvador was implemented in the three western 
departments of Ahuachapán, Santa Ana, and Sonsonate between 2003 and 2007. First, a basal 
entomological investigation was carried out, which was followed by an attack phase, which we will 
explain shortly. The second phase was initiated in 2008 with the four additional departments of La 
Libertad, Usulután, San Miguel, and Morazán. The three main objectives of the second phase were 
to maintain a low infestation rate in the western departments (phase of maintenance) through the 
establishement of a community surveillance system; to expand the area of activities to the Central 
and Eastern Regions (attack phase); and to strengthen educational and promotional activies (PAHO, 
2011: 25, 45-46). While JICA was only in 7 of the country’s 14 departments over the two phases, it 
was a goal to standardize the approach for all the departments of the countryii, which was sought 
realized as personnel from all of the 14 departments took part in training activities and evaluation 
workshopsiii. Long-term experts from Japan were sent from Japan to engage in training, technical 
transfer, and supervision to help in developing mutual trust with the Salvadoran counterpart, and 
furthermore, short-term experts contributed to capacity development with expertise in medical 
entomology, education, and the use of community participation in the entomological surveillance 
(JICA, 2011). Japanese voluntaries took part in constructing the community surveillance system, 
they communicated with the central-level experts, and they helped in producing educational 
materials and diffusing knowledge about the disease, working together with the health personnel 
and the community members (Hashimoto, 2015A: v-vi; PAHO, 2011: 47). The Chagas control 
activities are divided into two phases: 
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The attack phase begins with a preparatory phase and a situation analysis that includes a listing of 
the available resources; a mapping the geographic area; a baseline entomological investigation to 
establish the infestation rate in the different localities; and a serological investigation of the children 
between 5 and 15 years of age in the schools, which are located in ”high risk”17 areas. The rest of 
the attack phase includes the organization and execution of residual insecticide spraying with 
participation of the community under the supervision of a member of the MoH’s vector control unit, 
taking place in all of the homes in a locality. Furthermore, a post-spraying evaluation is to be 
carried out between three and six months after the last spraying. It is also highlighted as an 
important part of this phase to discuss a number of themes with the communities: the expediency of 
changing from dirt- to cement floors; roughcasting walls and filling cracks; and the importance of 
having roofs of tile, metal plates, or cement. As we see here it is a part of the attack phase to 
recommend housing improvements to the communities but it should be specified here that the 
health authorities do not engage in making these improvementsiv.  
The maintenance phase involves the activities to maintain low levels of vector infestation, and also 
in this area community participation is considered an important key in what is termed the post-
spraying entomological surveillance. This is obtained through activities of Information, Education, 
and Communication (IEC) and through the training of community members to detect infestation of 
triatomines and acute cases of Chagas, to capture triatomines, and to notify the closest health center 
of such findings. It is especially community leaders and volunteers who work in coordination with 
the health promoters from the municipal health centers. Personnel from the health centers and JICA 
volunteers have also promoted the sustained community participation, for example using posters, 
flip charts, keyrings with examples of the triatomines, fliers, and animated videos (PAHO, 2011: 
26-27; 45-46).  
The following illustrates how the risk of infection progresses during the two phases:  
 
                                                          
17 Localities with infestation rates above 5% is considered localities of ”high risk”, while the localities with infestation 
rates below % are considered ”low risk” (Program Coordinator). 
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(Adapted from JICA, 2014B: 6) 
 
Recent Developments Related to Chagas Disease. 
In this subsection we will will introduce some of the quantifiable developments related to Chagas 
disease which have happened during the time of the control program. These numbers serve to put 
our more process related analysis into a context and illustrate the measurable progress which has 
been made: 
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Here, it is important to emphasize that these numbers are estimates, which are based on a 
mathematical formula used by PAHO/WHO which for example takes account of vector infestation 
rates, population size, and fertility rates of a particular year. In reality it is unlikely that a Chagas 
disease prevalence falls so dramatically as the numbers indicate (Former JICA Regional Adviser, 
personal communication, April 1st, 2016). In this context it is important to remember that once a 
Chagas patient enters the chronic phase, he/she will remain in it indefinitely, and with this in mind, 
we reason that the decrease in the estimates of Chagas disease prevalence cannot be put down to the 
activities of the Chagas control program. Therefore, it is more likely that the program has had an 
effect on the incidence of the disease by addressing risk factors such as vector infestation and lack 
of awareness about the transmission. In this regard, it can also be mentioned that JICA’s report on 
Best Practices attributes a general drop in the incidence of Chagas disease in Central America to the 
vector control activities that were carried out during the control programs, while the control 
activities are not mentioned in relation to similar drops in the prevalence during the same years 
(JICA, 2014A: 18-22). Of course, the incidence of the disease also has an effect on the prevalence, 
and in the long run a low incidence of the disease will result in a lower prevalence as well.  
The following table is useful to illustrate that one of the main risk factors of vectorial transmission 
of the disease, the domiciliar infestation of triatomines, has been addressed over the course of the 
control program:   
 
 
In relation to this table it is highlighted in the JICA report that the initial goal of reaching an 
infestation rate of less than 5% has been reached (JICA, 2014A: 20), and the achievement of this 
concrete goal is one of the reasons why the Chagas program has been deemed a success by JICA, a 
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point we will return to a bit later. In addition, it should be noted that in the years around the time of 
the initiation of the Chagas program in 2003 vector infestation rates were not investigated 
systematically as risk areas were targeted at that time. Thus, the marked fluctuations in infestation 
rates are not giving a complete picture of the national situation in those years (JICA Regional 
Adviser, personal communication, April 1st, 2016). It is interesting to note, however, that the 
infestation rates have dropped steadily since 2004 (with the exception of 2010). In this way the risk 
of vectorial transmission of Chagas disease has been significantly reduced during the time of the 
Chagas program, and in this regard the following table is interesting as it is evident that the number 
of houses sprayed per year increased dramatically after the initiation of the Chagas program in 
2003: 
 
 
We can also see here that the number of sprayed houses dropped considerably in the second phase 
of the Chagas program, which was not only considered a phase of attack but also of maintenance, as 
mentioned earlier. Holding together the information from the table below with the table concerning 
Chagas disease incidence we can see that there is huge difference between the number of acute 
cases which were confirmed in 2010 (16) and the estimated incidence of new Chagas cases in the 
same year (972): 
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Thus, comparing the estimate of Chagas disease incidence with the number of confirmed acute 
cases suggests that the vast majority of new cases are still not clinically confirmed and furthermore, 
the fact that the number of confirmed acute Chagas cases fluctuates indicates that it is somewhat 
coincidental how many cases are detected each year. As mentioned earlier, one of the goals of the 
program was to reach a seroprevalence of less than 1%. While the following table only presents an 
extract of the total seroprevalence as it is only concerned with blood donors, it gives an insight into 
the developments: 
 
JICA’s Final Evaluation 
According to JICA’s terminal evaluation, the Government of El Salvador and the MoH have 
assumed ownership and strong leadership of the program, and furthermore it is claimed that there is 
a very high motivation among frontline workers, such as technicians, health promoters, and 
community volunteers, who all play an important role in encouraging community participation. 
However, it also emphasized that careful evaluation and analysis of the impact of the spraying are 
important as the infestation of T. dimidiata increased again in some areas after the rounds of 
insecticide spraying, (JICA, 2011). In conclusion, JICA’s terminal evaluation report states that the 
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project finished on schedule as it was evaluated that the project had highly fulfilled its purpose and 
expected results (JICA, 2011).  
However, it is interesting to note that JICA was actually asked to stay more time in the work with 
Chagas but the agency concluded that the national health system was capable of continuing the 
work itself (Program Coordinator)v. The decision by JICA to end its involvement in the Chagas 
programs was also related to the fact that the programs had been deemed to have been successful as 
it had achieved concrete goals, and therefore the management of JICA in Japan was questioning the 
reasons to continue the involvement in Chagas. Instead, it was decided to compile the best practices 
from each of the Chagas programs so that the MoH’s could take those best practices into account in 
their long-term efforts related to Chagasvi (Japanese Senior Representative of JICA, El Salvador). 
An interesting aspect is that the decision to terminate the program was largely made on ’vertical’ 
grounds (concrete goals such as the lower infestation rate) which is interesting because the 
intervention also had horizontal aims. Having ealier touched upon the difficulty in measuring 
horizontal progress (see section on global health), it is perhaps not surprising that the decision was 
made based on quantifiable indicators. Moreover, Hashimoto argues that the programs’ 
achievements does not mean that the fight against Chagas disease in Central America is over. He 
argues that the true test for the Central American countries is about to begin as it is now up to the 
”graduates” (the national personnel) of the Chagas programs to continue with the established 
approach (Hashimoto, 2015A: 216, 218-219). As we have seen here, it was the perceived success of 
the programs that led to them being terminated, and it also becomes clear that JICA’s strategy was 
aimed at establishing an approach to be used after its own involvement in Chagas ended.  
 
Procedures related to Chagas in El Salvador 
In this subsection we will briefly outline how the health system in El Salvador works with the issue 
of Chagas disease. While our investigation primarily is about the JICA-supported program from 
2003 to 2011, it is also a part of our topic to investigate how the national health system works with 
Chagas. We will look into how the surveillance system with community participation is supposed to 
work; some of the practicalities surrounding the spraying with insecticides; and the procedure when 
someone is diagnosed with Chagas. The following illustration demonstrates how the MoH in El 
Salvador is composed, as we at different points will refer to specific units such as the SIBASI: 
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Entomological Surveillance and Spraying 
The entomologcial surveillance is divided into active surveillance, which is carried out by health 
personnel and which includes both a basic entomological investigation18 and impact evaluation; and 
the passive surveillance, which is carried out by the communitites (MoH, 2011A: 5). It is the 
responsibility of the health personnel to: analyze the information of the entomological and 
epidemiological surveillance; to carry out sanitary education of prevention and control; to organize 
the activities of both active and passive entomological surveillance; and to train the community 
volunteers. Furthermore, monitoring and evaluation is to be carried out in collaboration between the 
central vector control unit and the regional administration and the departmental SIBASI unit (MoH, 
2011A: 15-17). As it will be evident shortly, community volunteers take part in the spraying with 
insecticides, and in 2011 a technical guideline of the spraying techniques (MoH, 2011B) was 
published. This guideline outlines: 
 The spraying should be coordinated in advance with the residents.  
 Preparations: removing ostacles from the walls, taking furniture out of the house, and 
shielding food, water, and toys etc.  
 The residents should be informed about the disease and the triatomines (awareness).  
 The areas where the residents sleep as well as the roofs and cracks in the walls should be 
sprayed meticulously. 
 Henhouses and other types of attachment to the home should also be sprayed.  
 At least 2 hours should pass before people enter the house after the spraying. 
(MoH, 2011B: 12-14).  
The insecticides are of a type of Pyrethroid which is effective against triatomines and which causes 
very little harm to birds and mammals (Hashimoto, 2015A: 26). It is stated that there is a low risk 
for domestic animals to be negatively affected (MoH, 2011B: 15) but somewhat contrary to this we 
were told during our visit to a departmental SIBASI unit that the dead triatomines should be 
removed because animals can die from eating them (Field Notes). Moreover, the residual water 
from the cleaning of the equipment should not be poured into streams or rivers (MoH, 2011B: 10). 
It should also be mentioned here that the Central American triatomine populations have not 
                                                          
18 The basic entomological investigation = the collection of initial data used for the planning and evaluation of activities 
(MoH, 2011A: 3). 
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developed a resistance to the insecticides to date, and it is considered that there is a low possibility 
of the development of such tolerance in the near future (JICA, 2011). The post-spraying evaluation 
is to take place after three to six months, and a second round of spraying is to be programmed if 
infestation rates persists, while annual inspections are to be planned if the infestation rate is zero 
(MoH, 2011A: 20). 
 
Diagnosis and Treatment 
The MoH has 189 laboratories which can make the diagnosis of Chagas diseasevii, and a 100% of all 
positive tests and 10% of negative tests are to be sent to the central laboratory of the MoH for 
quality control (MoH, 2011A: 9). Upon the diagnosis of Chagas patients are to be referred by a 
doctor to treatment at the second or third level of attention with either Nifurtimox or Benznidazole 
according to availability, and the treatment should be strictly supervised (MoH, 2011A: 10). The 
latter medication is considered the first-line as it is usually better tolerated by the patients (MoH, 
2011A: 13), and all patients under the age of 15 are to be treated, while all adult patients who are in 
the acute phase are also to receive treatment (PAHO, 2011: 33). We will return to the theme of 
whom can receive treatment a bit later as this has changed since 2011.   
 
Having established the developments related to Chagas, the background of the Chagas program, and 
how Chagas is dealt with in El Salvador we will now move on to our analysis related to the 
conceptual frameworks. 
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7. Health System Analysis  
In this section of our analysis we will look into how the Chagas program in El Salvador has 
contributed to the strengthening of the national health system. WHO introduces six building blocks 
(Health workforce, Service delivery, Health information, Medical Technologies, Leadership and 
governance, and Health financing) as the different components of a health system and it is within 
that specific framework our analysis will take its point of departure. The impact of the Chagas 
disease control program on all six building blocks will be analysed individually to assess which 
elements have been strengthened and which have not. In the beginning of every building block 
analysis you will find a small box in which the characteristics of this specific building block is 
noted.  
 
Health workforce 
Responsive, fair and efficient given available resources and circumstances, and available in 
sufficient numbers (WHO, 2009:31) 
 
In PAHO’s report on the historical developments related to Chagas disease in El Salvador it has 
been argued that the most important role of JICA in the Chagas program was related to the 
empowerment of the national health personnel (PAHO, 2011: 48), and we also consider the 
following statement from one of our interviews to illustrate that the efficiency of the health 
workforce in its activities related to Chagas disease was improved through the program: 
Program Coordinator: “Our experience was in the question of spraying for the control of the transmitting 
vector of Malaria. We did Chagas but in a very direct manner, and we applied the same spraying 
technique as for Malaria. When the Japanese experts came, they told us: ”No, it is different”. Then, we 
began to become aware of things that we did because they were ingrained. The advantage with JICA was 
that they changed our approach, from only considering the vector to consider the program in an integral 
way. And one of the things related to this was to strengthen human resources with regards to knowledge.”  
We see here that the knowledge of the health workforce was increased, and that the approach for 
spraying was optimized as a result of this. Also the entomological capacities of the workforce were 
strengthened:  
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Program Coordinator: “In 2003 the attack phase began to function with JICA...a technical phase. Japanese 
entomologists supported us. We worked very hard. A lot of work was put into the strengthening of human 
resources with qualified medical entomologists.” 
Specifically, a specialized diploma course on vector-borne diseases was developed in collaboration 
with JICA, the University of El Salvador, and the University of Santa Ana. This course was created 
so that all the technical staff from the MoH had fundamental knowledge about transmission 
mechanisms, pathology, the vector, diagnostics, treatments, ways of prevention, control, and 
epidemiology. From 2004 to 2010, 240 employees from all of the 14 departments of the country 
were trained in this type of course, and according to JICA, the course strengthened the coordination 
between the actors from different disciplines and geographical areas as well as it increased the 
motivation of the employees to implement the activities related to Chagas control (JICA, 2014A: 
51-60). As we remember from our section on global health, limited multi-disciplinary technical 
skills is considered a central capacity constraint in health systems strengthening (WHO, 2009: 80), 
and therefore this initiative could have a significant impact, according to our framework. 
In the following statement it becomes evident that the strengthening of human resources is 
considered to have had a high level of importance: 
Program Coordinator: ”The other benefit that JICA left us with, is the matter of human resources that is 
invaluable as to knowledge, attitudes, and the practice of our people”  
In this way it seems that the health workforce has been significantly strengthened in the control of 
Chagas, and also a Salvadoran JICA Official considered the personnel involved in Chagas to be 
highly capable. Rather, the challenges of the program are related to budgets and the quantity of 
human resources, according to her and the Head of the Regional Vector Unitviii ix. 
We have also found indications of some limitations related to the capacity of the workforce, which 
have had effects on the efficacy of the strategy of community participation and the responsiveness 
of the health workforce. The Adviser from PAHO explained that the community entomological 
surveillance is being done and sustained but that it has been experienced that chinches (triatomines) 
captured by community members are not always forwarded from the health centres to the next level 
for analysis and that information about infestation is not always passed on either. He further noted 
that one of the reasons for this break of procedure is that the manager of the health centers or the 
doctors are often in their ‘social year’, meaning that they have not graduated yet but are in their 
eighth year of education. Consequently, they at times do not possess the knowledge and expertise to 
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consider it important to follow the chain of procedure, which has been identified as a limitation and 
it has been sought correctedx. In this way, the responsiveness of the health workforce to reports of 
triatomine infestation made by community members is compromised by the low level of knowledge 
about Chagas of some doctors, and this means that information is not passed on to the next level of 
the system and also that the strategy of community participation in the entomological surveillance is 
not fully harnessed. Here, the Adviser from PAHO suggested that online training courses could help 
people get up to date on the diseasexi. Thus, we consider this to be an example of the argument that 
the building block of the health workforce has repercussions that goes beyond the building block 
itself because the building block of health information is affected by this situation – a point we will 
return to a bit later.  
Similarly, the former JICA Regional Adviser pointed out a challenge for the workforce. He argued 
that the local authorities now have the capacities to handle the disease control themselves, as they 
are able to respond to vector infestations and as the entomological surveillance system is in place. 
However, he also argued that the sustenance of the control efforts is vulnerable to changes in 
personnel, which could lead to changes in the response to vector infestation and breaks in the 
organizational culture, and he also had the reservation that the quality of the control efforts varies in 
different locations in the countryxii. For example, the implicit knowledge which is possessed by the 
persons currently involved in Chagas activities can be affected by personnel changes. Certain 
employees have knowledge about the particular communities and about their different hierarchies 
and types of leadership (JICA Regional Adviser)xiii, which is not put into the information system, 
and changes in personnel or organizational culture could lead to this implicit knowledge being lost.   
 
Service delivery 
Effective, safe, and quality interventions delivered to those in need with minimal waste of resources 
(WHO, 2009: 31) 
 
During an interview we asked about the division of responsibilities between JICA and the MoH, 
and as it can be seen in the following statement, the collaboration of JICA in the Chagas program 
was not involved much in the execution of service delivery:  
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Salvadorian JICA Official: “In principle the support of the Japanese cooperation is oriented at 
strengthening the capacities of human resources...the preventive part. So parallelly...as the Ministry of 
Health is the entity in charge of facilitating and providing all the services, doctors and everything…”  
We do not argue that the building block of service delivery has not been affected by the Chagas 
program but we rather consider this building block to have been affected indirectly through 
initiatives related to the other building blocks. For example, we have already touched upon the 
strengthening of human resources, which we consider to strengthen the delivery of health services 
as well, and the effects of the program in building blocks such as health information and leadership 
and governance also have effects on the service delivery of the health system, which we will return 
to later.  
 
Health information 
Ensuring the production, analysis, dissemination and use of reliable and timely information on 
health determinants, health system performance and health status (WHO, 2009: 31) 
 
Although not mentioned in the box above, communication is regarded as a part of health 
information (WHO, 2009: 40), and one of the main parts of the strategy of the Chagas program was 
the strengthening of communication in the MoH. In this regard the former JICA Regional Adviser 
states that before the Chagas program the managerial capacity and command line had been 
weakened by decentralization, and therefore it was sought to establish good communication so that 
the mentality and technicality of the central level could be shared with the operational, district, and 
departmental levelsxiv. The Salvadoran JICA Official elaborated how the communication was 
enhanced, arguing that the structure of the program with a management unit and an expert 
coordinator with an overview of all the activities and increased linkages between the different levels 
of the MoH facilitated the information flows and thus communication between these levels. She 
argued that the strengthened communication is useful both for Chagas and for other health themes 
in the futurexv, a view which is shared by the Japanese JICA Official: 
Japanese Senior Representative of JICA, El Salvador: “…from my point of view, JICA’s project about 
the theme of Chagas is not a project of controlling a transmissible disease but rather in aspects which are 
more...well, a characteristic which is more...very symbolic...to support the health system. In that 
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sense...well, it does not matter if it is Chagas, if it is Dengue, or another disease but the most important 
thing for us...well, obviously [also] for the Ministry of Health is to establish a work mechanism from top 
to bottom and from bottom to top. As you mentioned, clearly it is a matter of communication.”  
In this way health information was strengthened through a communication strategy which 
facilitated the dissemination of health information, and as we remember from our conceptual 
section, frequent and comprehensive communication and problem-solving improve the chances of 
any initiative to strengthen health systems (WHO, 2009: 86). Another important element of the 
Chagas program was the incorporation of activities related to Chagas disease into an information 
system to optimize the handling and analysis of data (PAHO, 2011: 35). The MoH already had an 
information system but as a part of the JICA program it received feedback on it, thus being able to 
improve itxvi. The Program Coordinator regarded the information system highly beneficial in the 
sense that it clarifies what is being done at the different levels and in this way it ensures timely 
information on health system performance and permits the evaluation of the different control 
activitiesxvii. According to our conceptual section, the improvements of the health information 
system, leading to clarity about control activities and an increased ability to evaluate them (use of 
data), has significant potential to enhance the efficiency and coordination of the Chagas control 
activities in the long run. Thus, it could possibly also foster greater service delivery that is effective 
and accurate. Furthermore, the availability of reliable health data was also highlighted in our 
conceptual section as being essential for health policies and decision-making (Birn, Pillay & Holtz, 
2009: 238), thus affecting the leadership and governance.  
However, as mentioned earlier there is a problem with the response of the health system to 
notifications of triatomine infestation by community members, and this also has an effect on the 
information system. With this response problem in mind, it can be argued that when the information 
about triatomine infestation is not passed on from the community notification to the information 
system, the information on infestation rate is not completely reliable, or maybe rather the system is 
not fully utilized. In this way the response problem is also an example of the interaction between 
different building blocks, in this case the health workforce and health information, and there are 
limitations to the dissemination and production of information. Another indication that there is not 
always completely reliable information available is related to the health status: 
Adviser from PAHO, El Salvador: “We believe that there is an underreporting...or rather than 
underreporting, maybe an underdiagnosis...an underdiagnosis because if the prevalence of chronic Chagas 
disease is 2 or 3 times higher than for HIV, and the number of acute cases, which are being diagnosed, is 
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so small, like 5 or 6 per year, it means that there is an important percentage in the acute stage which goes 
unobserved or misdiagnosed, or it is simply because the people do not consult [a doctor]...”  
He further elaborated that while only 20 or 30% of the acute cases normally present Romaña’s sign, 
90 to 95% of the acute cases detected in El Salvador present the sign, and also that people rarely 
consult a doctor if there are no clear symptoms. Therefore, it is not known which percentage passes 
to an asymptomatic or subclinical stagexviii. Thus, there are at least three possible reasons for this 
underdiagnosis of acute cases:  
 The infection goes unobserved because the infection has been asymptomatic 
 The patient has been misdiagnosed. 
 People do not consult a doctor.  
According to the PAHO Adviser, the fact that people do not consult a doctor is related to the 
circumstance that many people self-medicate when they feel ill during the acute phase, using 
medicines that are not meant for Chagas. Then, as the disease goes into a subclinical phase, many 
people do not know that they have Chagas until they are in an advanced chronic stagexix. No matter 
the reason the fact that there is an underdiagnosis of acute Chagas cases represents a limitation in 
terms of reliable information on the health status related to Chagas disease. In relation to 
information which is not reliable, our interviewee from PAHO told us that it should be considered 
whether the indicators used for MoH evaluations are giving a complete picture of the disease 
situation because new cases continue to appear despite positive evaluations of the Chagas 
activitiesxx.  
Turning back to the development of the information system in the Chagas program, the 
collaboration with JICA also led to an increased recording of activities: as the efforts to control 
Chagas disease include technicians from different disciplines it was necessary to coordinate 
increasingly between them, and it proved to be necessary to introduce minimum standards for the 
recording of activities in order to secure the efficient use of human resources in terms of capacity 
and availability (the adequate assignation of different responsibilities). By increasingly recording 
activities it also became possible to find out if it was necessary to reassign some of the 
responsibilities of different activities to other disciplines, and therefore all the main activities began 
to be recorded in the obligatory data entries of the operative personnel of the MoH (JICA, 2014A: 
61-62; JICA, 2014B: 13). This enabled a better coordination of the different activities and better 
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integration between different disciplines, which, combined with the installation of computers with 
internet in more health units, enabled a better analysis of the project’s results. According to the 
JICA report, a more efficient use of resources was achieved, and the development lead to a notable 
increase in the number of houses and locations investigated between 2010 and 2012 (JICA, 2014A: 
62-68). In this way the increased recording of activities in data entries has led to more available 
information on health systems performance, and it has also improved the efficiency of the activities 
of the health workforce.  
Another development in the Chagas program which is significant in relation to health information is 
the strengthening of research partnerships – and in our conceptual section we have mentioned that 
weak research partnerships is considered a central capacity constraint in health system 
strengthening efforts (WHO, 2009: 80). The Chagas program, however, has contributed to 
strengthening this element as four projects of investigation were carried out in collaboration with 
JICAxxi (PAHO, 2011: 36). This collaboration is indeed considered to have been valuable to the 
program coordinator who argued that JICA had strengthened the investigative capabilities 
significantly and left the MoH with a “baggage” which can also be used in the future for themes 
such as Denguexxii xxiii. Somewhat related to the strengthening of research partnerships, the Chagas 
program also had an emphasis on the use of evidence. The Japanese JICA Official noted that the 
MoH now recognizes the importance of making reactions based on evidence and to manage their 
data and use it for planning. He argued that it is not a just a benefit for the control of Chagas disease 
but for all health problems, which means that it becomes a project of establishing a model for 
improving the health system of the countryxxiv. The increased use of data was highlighted in our 
conceptual section as critical for the efficiency and coordination of health systems (WHO, 2009: 
81) which is why we consider this element to have potentially beneficial effects for the future of the 
health system. However, the Japanese JICA Official comes with another interesting answer to a 
follow-up question:  
PR: ”And according to your experience, is this approach with emphasis on data and evidence used in 
relation to other disease as well?” 
Japanese Senior Representative of JICA, El Salvador: ”I’ll tell you frankly, I am not sure. I am not sure 
how the Ministry of Health is using that technology, that capacity...I don’t know exactly. But at least for 
the theme of Chagas, even though we are not carrying out a cooperation project in Chagas [anymore], 
they are working, they are continuing with the experience of the project, for example [Program 
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Coordinator]19. So at least for Chagas control they are working with a mechanism which is already 
established.”  
Thus it is only in relation to Chagas disease that the JICA Representative is certain about that the 
approach is being used.  
 
Medical technologies 
Medical products, vaccines and other technologies of assured quality, safety, efficacy and cost-
effectiveness, and their scientifically sound and cost-effective use (WHO, 2009: 31) 
 
In terms of medical technologies, it should be mentioned that the diagnostic practices were 
strengthened through the Chagas program as there prior to the program had been a tendency of 
inconsistency in the data and the methods used for diagnosing acute cases. Therefore, the 
methodology for the clinical diagnosis was standardized in 2007, and personnel from all of the 
country’s 14 departments became trained in the standardized diagnostic methods. JICA’s role in this 
standardization was for example to contract a Brazilian medical consultant who aided the 
standardizationxxv (JICA, 2014A: 87-97; JICA, 2014B: 16). However, as seen earlier our interviews 
indicated that there are still limitations to the diagnosis of acute Chagas disease (as presented in 
health information). Also in relation to diagnosis, a 100% of the country’s blood donors are now 
screened for T. cruzi (among other diseases), which represents the achievement of one of the three 
goals established through IPCA. This screening was introduced as a part of the Chagas program but 
as mentioned earlier, it has been the responsibility of the MoH to introduce this practice, with some 
support from PAHO/WHO (PAHO, 2011: 34-35). In the same context the PAHO Adviser also 
mentioned that it is the screening in blood banks, which have made the authorities aware of the high 
prevalence of Chagasxxvi. Thus, this achievement has become an important aspect in detecting the 
underdiagnosis of acute cases we mentioned earlier. 
Another of the important aspects of medical technologies in relation to Chagas disease is the 
availability of medicines. As mentioned earlier, Chagas patients are to be treated with either 
Benznidazole or Nifurtimox according to their availability, while the former drug is being 
                                                          
19 There is a reference to the Program Coordinator by name – we have changed this to be the title instead. 
66 
 
considered the better choice as patients have better tolerance for it (MoH, 2011A: 10, 13). While 
PAHO donates Nifurtimox to the MoH, which the organization in turn receives through donations 
from Bayer, it also occasionally makes economic contributions when the MoH wishes to acquire 
Benznidazole (Program Coordinator interviewxxvii and personal communication, March 25th, 2016). 
Furthermore, PAHO sometimes also acts as an intermediary when other countries in the region have 
available Benznidazole which is at times donated from one MoH to another (PAHO Adviser, 
personal communication, April 1st, 2016). While the use of both medicines are in the Technical 
Standard, it is, however, interesting to note that in another report (made in collaboration between 
PAHO, the MoH, and JICA) it says that treatment should be with Nifurtimox (PAHO, 2011: 33). 
The following statement shows that there are practical reasons favoring the use of Nifurtimox but 
an issue also appears: 
Adviser from PAHO, El Salvador: “…for us it is easier to obtain the Nifurtimox than the Benznidazole, 
and there is another very important theme which is the limitation that we have that we cannot get 
pediatric medicines, even though we have made the effort. In the case of children it is necessary to crush 
the tablet in order to give them the adequate dose. We have not been able to overcome this situation. And 
the medicine is bitter, which is why it is almost required that the child has the tolerance at the moment of 
ingesting it, right? For the parents...if the children sometimes...often it is not the parents who take care of 
these children, it is the grandparents, and the grandparents [sometimes] do not get involved and often they 
do not give the treatment because the children are doing this [he is gesturing: make a fuss] and they fight 
being given the medicine etc.”  
As mentioned in an earlier section, there are problems with the supply of Benznidazole, and it is 
therefore not surprising that Nifurtimox is also more easily available in El Salvador, even though 
the Technical Standard labels Benznidazole as safer. In our chapter on Chagas disease we pointed 
out that the dosing logistics for both Benznidazole and Nifurtimox are inconvenient, as they require 
several doses a day for several months. This long duration of treatment with multiple doses 
combined with the above mentioned, that children are ‘making a fuss’ when asked to follow their 
treatment, means that people, and especially children, have a considerable risk of not receiving the 
full treatment. So, there is a problem related to the quality of the treatment in terms of its usefulness 
but the availability is, however, strengthened through the program. 
  
Also in relation to the use of medicines it is interesting to note that studies have demonstrated that 
chronic patients benefit from the use of Nifurtimox. The Adviser from PAHO stated that an 
investigation delivered results showing that 60% of the patients with chronic Chagas disease ended 
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up being seronegative at the moment of taking the serological control after their treatment of 60-90 
days and he continues by saying that this should set the pace for thinking that Nifurtimox should be 
an important therapeutic option in the case of patients with chronic Chagas diseasexxviii. Therefore, 
the use of medicine for chronic patients has been incorporated into a new technical standardxxix – a 
point we will return to shortly.  
  
Leadership and governance 
Ensuring strategic policy frameworks combined with effective oversight, coalition building, 
accountability, regulations, incentives and attention to system design (WHO, 2009: 31) 
 
In our interview with the JICA Regional Adviser we asked if the Chagas program had strengthened 
the health system more broadly, an in his answer it becomes clear that it has been a main part of the 
strategy of the Chagas program to strengthen leadership and governance of the national health 
system:  
“…what we wanted to do was to reduce the workload. Not just for Chagas... if you really want to work 
with Chagas first you have to reduce the workload. That is improving the management. Once they have 
achieved that, once they have managed to deal better with everyday tasks or control of other diseases then 
we deal better with Chagas disease routine activities. So that was a kind of mentality... let’s work less for 
more effect.” 
In this way the strengthening of management is something, which enables the efficiency of the 
workforce and the service delivery as the optimization of management also has repercussions 
through reducing the workload for the operative workforce and passes on qualities that can be used 
in various areas of the health system. Moreover, we consider the strengthening of management to be 
an example of one the “soft” capacities (leadership), which were highlighted in our conceptual 
section as critical for improving systems and institutions (Swanson et al., 2015: 5). The Medical 
Technician of the program also argued that the Chagas program strengthened the organizational 
capacities of the MoH by enhancing planning practices and an effective chain of commandxxx. A 
specific initiative of the Chagas program that had an important effect on leadership and governance 
was the elaboration of a technical standard in 2007: 
Program Coordinator: “We had the first technical standard in 2007...[before] we were working in a 
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technical manner but not in a standardized manner...one department was working in one way, another one 
in another way...in such a way that there was a hotchpotch...Then in 2007 we have a binding technical 
standard with all the disciplines...connected to the other manners of control and approach. For example, 
diagnosis, treatment, clinics, entomology, control, community participation...so this, in 2007, with JICA’s 
support...this strengthened us at the national level.”  
Thus, the elaboration of the Technical Standard also had effects on the health workforce and service 
delivery because operations were standardized, and consistency of operations was introduced. As 
mentioned earlier, the use of medicine for chronic patients has been incorporated into a new 
Technical Standard but this Standard had not been approved (at the time of our field work in 
December, 2015), as it has been in review since 2012xxxi. Thus, technically it has still not been 
approved to include chronic patients in the treatment with Nifurtimox although the new pending 
technical standard, based on scientific evidence, articulates the benefits of this procedure. In this 
way the delay of a new technical standard affects the building block of medical technologies as 
medicines are not utilized to the full. The reason for the delay of the Technical Standard (which is 
to include both Chagas, Malaria, Leishmaniases, and Rabies in a single document) was a stagnation 
in the process of approval in the Regulations Department inside the MoH for several yearsxxxii and 
this delay of implementation of the new technical standard represents a problem in leadership and 
governance. Another aspect of this building block is the incentives and attention to system design, 
and here we can bring back the aforementioned fact that some doctors who are in their social year 
of the education do not properly use the design of the information system, and thus it seems that 
there is a lack of incentives and attention to system design. We mentioned earlier that decision-
making (and thus leadership and governance) was strengthened by the availability of reliable health 
data (health information). Conversely, when there is a lack of reporting by some doctors, the 
reliability of that data is hampered, and this means that decision-making is potentially compromised 
by a degree of misinformation. This is an example of the interaction between different building 
blocks.     
Furthermore, coalition building is considered an important part of leadership and governance, and 
in 2010 collaboration between the Ministries of Health and Education was formalized, as an 
interinstitutional agreement was signed to strengthen the educational efforts related to Chagas 
(PAHO, 2011: 34-35). Traditionally, it was up to the particular teacher whether or not to teach 
about the disease but a lot of educational material was elaborated as a part of the Chagas program, 
and the theme became included in the official school textbook for the 6th grade in 2009. The 
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agreement in 2010 also included the participation of schools in the national Chagas day on the 9th 
of July (JICA, 2014A: 77-83). It is argued that such strengthening of the educational and 
promotional activities is indispensable to the sustainability of the program, and as of 2011, the new 
textbook had been distributed to approximately 5.000 schools (PAHO, 2011: 46).  
 
Health financing 
Raising adequate funds for health in ways that ensure people can use needed services, and are 
protected from financial catastrophe or impoverishment associated with having to pay for them 
(WHO, 2009: 31) 
 
JICA never financed or directly aided the budget of the MoH (Regional Adviser, personal 
communication, April 12th, 2016) but other inputs can be said to have a financial character. As 
mentioned earlier, a main part of JICA’s involvement was the donation of equipment and supplies 
such as vehicles, spraying equipment, serological diagnostic kits, educational materials, and training 
expenses, and we consider these donations to fall under the category of health financing. The 
Program Coordinator emphasized the importance of the donations of spraying equipment as the 
MoH did not have a sufficient quantity of equipment until JICA made its contributionsxxxiii. 
Furthermore, we learned during our field work that PAHO has not made many outright financial 
donations but we consider donations, which ensure that people can use needed services, to also 
represent inputs into health financing. Apart from donating medicines, PAHO has financed that 
persons from the MoH have gone to meetings of the IPCAM or for training abroad, it supports the 
serological workxxxiv, and moreover it donates equipment such as microscopesxxxv (Adviser from 
PAHO). These elements all contribute to that people can use needed services and furthermore the 
donations of medicine ensures that there is no impoverishment associated with having to pay for it. 
Furthermore, the financing of IPCAM meeting attendance could be considered a facilitation of the 
soft organizational capacity of diplomacy and networking among the Central America coutries. As 
cross-border migration of triatomines is an issue in Chagas disease control, it can be considered 
very relevant to facilitate this regional collaboration (Dias et al. 2002: 605)  
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Sub Conclusion 
In this section we have argued that the Chagas program in El Salvador has strengthened the human 
resources and thus the building block of the health workforce in terms of knowledge and practices 
but that there are still challenges related to budgets and limited amount of human resources and a 
limitation related to the knowledge of some doctors. Also, the sustenance of the control efforts is 
vulnerable to changes in personnel which could lead to changes in organizational culture and a loss 
of implicit knowledge. We have argued service delivery has mainly been affected indirectly. In 
terms of health information we have argued that the management structures of the program and the 
creation of linkages between the different levels of the MoH have strengthened the soft 
organizational capacity of internal communication, which is considered to heighten the chances of 
health systems strengthening. We have argued that the incorporation of Chagas activities into the 
information system and the improvement of this system potentially enhances the efficiency and 
coordination of the Chagas activities, even though there is an underdiagnosis and thus a limitation 
in terms of reliable health information; We have argued that the increased recording of activities 
improved the efficiency of the health workforce’s activities; that research partnerships with JICA 
left the MoH with a “baggage” of investigative capabilities, and that the increased use of data could 
also potentially improve on the broad efficiency and coordination of the national health. We have 
argued that the medical technologies were strengthened as diagnostic practices have been 
standardized, and that the availability of medicines has been strengthened through donations from 
PAHO, although there are risks related to the cessation of treatment. We have argued: that 
leadership and governance has been strengthened through enhanced management, planning 
practices, and chain of command; that the elaboration of a Technical Standard has led to an 
increased consistency in Chagas activities but also pointing out that the new Technical Standard has 
been delayed; we have highlighted the coalition building between the Ministries of Education and 
Health and the strengthening of the educational and promotional activities which is considered 
indispensable to the sustainability of the Chagas program; we have suggested that the fact that some 
doctors do not pass on information might be due to a lack of incentives and attention to system 
design; and we have stated that decision-making is strengthened through increased information but 
conversely potentially compromised by a degree of misinformation. Finally, we have argued that 
the health financing has mainly been affected by donations of equipment, supplies, and medicine as 
well as by the financing of training and meeting attendance – the latter facilitating soft 
organizational capacities of diplomacy and networking. 
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Concluding on how our findings in this section contribute to the vertical-horizontal-diagonal debate 
we argue that our building block analysis is underpinning the argument that “diagonal” disease-
specific interventions can indeed achieve general improvements in a health system, in this case 
through the strengthening of human resources, the enhanced use of data and information, the 
strengthening of communication, and the strengthened governance, leadership, and management 
practices.  
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8. Integration  
In this subsection we will analyze the extent to which Chagas control program became integrated 
into the different critical functions of the national health system in El Salvador, using the conceptual 
framework for integration introduced earlier. We have found examples of integration into each of 
the critical functions: Governance, Financing, Planning, Monitoring and Evaluation, Demand 
generation, and Service delivery,  and the extent of integration into these has varied considerably.  
As mentioned in our conceptual section, the character of integration of health interventions has a lot 
to do with who carries out- and has the responsibility for the functions of the intervention – 
personnel and entities of the health system or personnel and entities connected specifically to the 
intervention. With this in mind, the following statement by JICA’s former Regional Adviser in 
Chagas makes it clear that integration most definitely has been a part of JICA’s strategy of Chagas 
control in Central America and El Salvador: 
 “So our role was first to break down the policy into practice and integrating all this theory into their 
context, the local context, but not by doing it ourselves. Making sure that it is their problem and their 
program so that the ownership remains in them.”  
So, it was the idea that the Central American health systems should have a high degree of 
responsibility for the work with Chagas, and the following similarly conveys the impression that the 
program was also in practice integrated into the health system:  
Program Coordinator: ”You made a question: ’how did the ministry take over JICA’s responsibilities?’ 
...in reality, it was not a direct responsibility of JICA...it was a responsibility for us as a country” 
This points towards that the program was integrated into the country’s health system, and in the 
following we will try to specify this with some more specific examples of how and to what extent 
the program was integrated into the different critical functions.  
 
Governance 
Earlier we argued that the Chagas program strengthened the health system in El Salvador through 
the elaboration of a technical standard for the prevention and control of Chagas disease. According 
to the framework of critical functions of health systems, we here argue that the elaboration of this 
technical standard also is an example of integration into the governance function of the health 
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system in El Salvador because the standard is a new regulatory mechanism of this system. Every 
natural or legal person of the national health system, also from the private health establishements, is 
subject to this technical standard, and it is the responsibility of both the central, regional, 
departmental, and municipal levels of the MoH to apply- and comply with the Standard (MoH, 
2011A: 2), This means that the standard is a regulatory mechanism, or governance arrangement, 
which applies to the general health services, and not only to specific staff from an intervention. 
Therefore, we consider the elaboration of this technical standard to be an example of full integration 
of the Chagas program into the critical function of governance.  
 
Financing 
When analyzing whether the financing of the Chagas program was integrated into the national 
health system we will begin by making the point that financing is related to almost everything in the 
health system, also the other critical functions. For example, the service delivery needs to be 
financed, and as it will be evident a bit later in this subsection, the service delivery related to 
Chagas disease for the most part has happened through the national health system, meaning that the 
financing of this service delivery has been close to be fully integrated. On the other hand, JICA has 
donated equipment and supplies, and it has covered some training expenses (as mentioned ealier), 
while PAHO designated funds to training and evaluationxxxvi but we do not know exactly how much 
these funds have amounted to or the degree to which these donations have supplemented locally 
financed equipment, supplies, funds and so on. However, as the financing of these aspects has not 
happened through the national health budget, we can determine that they are not fully integrated 
into the national health system because they were at least partially financed by JICA and PAHO. As 
mentioned earlier, the country also receives donations of its main Chagas medicine, Nifurtimox, 
from PAHO, and this means that the financing of this medicine is not integrated into the health 
system.  
Another aspect of financing, which our field work in El Salvador yielded insights on, concerns the 
promotional activites related to Chagas disease. While promotional activites fall under the critical 
function of demand generation, financing also has implications here. For example, the Program 
Coordinator told us that JICA put money into the elaboration of materials and promotional activities 
related to Chagas, which had not been done beforexxxvii, and similarly we were told during a visit to 
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a municipal health center in San Pablo Tacachico that JICA had been very much involved in 
providing the promotional materials. However, since JICA has ended its involvement in the Chagas 
program, the health workers at the center consider it a challenge that there is not enough funds for 
information material and that sometimes such material is not available – which is a problem since 
they especially would like to give printed materials to the families in the municipality to take home 
with them (Visit notes, p. 3). Similarly, the Medical Technician from the central vector unit argued 
that the financial resources for promotional activities and materials has dimished significantly, after 
JICA’s involvement had endedxxxviii. With this is in mind we argue that the financing of the 
promotional activities during JICA’s involvement was not integrated into the health system. This 
non-integration could be considered a somewhat vertical element of the program, and the fact that it 
has not been possible to sustain this financing upon the end of JICA’s involvement in Chagas is a 
good example of the argument that vertical disease control interventions are often unable to be 
sustained if international resources decline (Gyapong et al. 2010: 162). However, it is also worth 
considering the implications if the promotional activities had been financed by the national health 
system and thus integrated to a higher extent. The two scenarios are: 
1. That the MoH could invest the same amount of money as JICA did but would then have to 
prioritize these activities related to Chages over other health expenditures. The question 
arises whether this could have been sustained, as other health issues would emerge in the 
future. 
2. The MoH could have invested less in promotional activites, as today, and the activities 
would have been fewer and having a smaller impact.  
The question then is, whether any of these scenarios of full integration can be considered more 
desirable than the model which was used.  
On the other hand, JICA did not contribute to finance the per diems of the personnel from the MoH, 
who were assigned to carry out activities of the Chagas program, and this means that this part of the 
financing was fully integrated into the national health system (JICA Regional Adviser, personal 
communication, April 12th, 2016).  
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Planning 
Moving on to planning we asked the Salvadoran JICA Official about how the strategic planning 
between the MoH and JICA functioned, and we learned that there was joint work between the 
Ministry of Health and JICA in planning and formulating the project. In this process discussions 
were on even terms, and a joint coordination committee was conformed for the executive 
management of the project. Thus, the strategic management and planning were done in a joint 
mannerxxxix. In our opinion, this points to partial integration as the responsibility for the decision-
making in planning was shared. While the joint coordinating committee is a unit which was focused 
specifically on Chagas disease, which according to our conceptual framework could be an example 
of non-integration, it involved stakeholders from entities such as the National Vector Unit, the MoH 
Unit of Infectious Diseases, the MoH Unit of Nursing, the National Referrral Laboratory, the 
National Blood Banks, the University of El Salvador, the MoH Unit of Promotion and Education, 
JICA, and PAHO (JICA Regional Adviser, personal communication, April 15th, 2016). According 
to our conceptual framework, this involvement of a wide range of stakeholders demonstrates that 
there is at least partial integration but it would be difficult to argue that it represents full integration 
as JICA and PAHO were also involved. However, the following shows that with time the planning 
function became even more integrated: 
 
PR: ”And also...the responsibilities which JICA had...how were they transferred to the national program?” 
Salvadoran JICA Official: ”They are transferred during the process of execution. As the fundamental idea 
is to transfer the knowledge to the national counterpart. So, [it is transferred] during the work, the 
planning...for example the development of activities is done together. In this way the activities are 
developed jointly, and the...commitment, the role is taken over when the projects are executed because 
there is a coordinating expert who works hand in hand with the Ministry but when the project is 
finished...there is a process of transferring this responsibility and this whole development of the activities 
to the institution. So all this [the transfer] is carried out during the exection of the project...that’s how it 
is.”  
In this way the integration of planning gradually moved towards full integration during the 
intervention because the MoH over time completely assumed the decision-making related to the 
work with Chagas. As mentioned in our conceptual section, an intervention can become more 
assimilated into the national health system with time (Atun et al. 2010: 106), and the above 
conversation underpins this argument. The Salvadoran JICA Official also argued that the MoH has 
been able to continue with the development of activities and with a high level of commitment after 
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JICA’s withdrawal in Chagas, which is important in relation to Chagas because progress can easily 
regressxl. Thus, it seems that the partial integration of the program into the planning function of the 
health system has led to planning practices that have been sustained.  
 
Monitoring and Evaluation 
We have earlier mentioned that the Chagas program led to an increased recording of activities and 
the incorporation of this recording into the the Ministry of Health’s common information system 
through data entries. We consider this to be an example of integration into the function of 
Monitoring and Evaluation (M&E) because it relates to the integration between the Chagas 
program and the rest of the health system in terms of data collection and reporting systems 
(monitoring): The data entries, which are used for analysis and systematization of operative 
information, are the same which are also used for the activities of other vector-borne diseases, such 
as Dengue, Malaria, and Leishmaniases (Medical Technician and Program Coordinator)xli, and 
therefore we consider this to be an example of full integration into the function of M&E.  
During phase 1 and 2 of the Chagas program four evaluation missions were carried out – two 
intermediate and two final evaluations – which were done by Joint Evaluation Teams composed of 
members from both JICA and the MoH (JICA Regional Adviser, personal communication, April 
16th, 2016). With this in mind we consider these evaluation missions to be examples of partial 
integration into the critical function of M&E because they were undertaken in collaboration and 
because responsibility was shared between the health system and JICA. 
 
Demand Generation 
This critical function is both related to financial incentives, such as conditional cash transfers and 
insurance, and to activities related to health education and promotion, as mentioned in relation to 
our conceptual framework on integration. We have not found any indications of financial incentives 
related to the Chagas program but we have some interesting data on the activities of education and 
promotion. As mentioned earlier, Japanese voluntaries worked together with the local health 
personnel in producing educational materials and diffusing knowledge about the disease, which 
indicates that there was a partial integration of the demand generation functions into the health 
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system. The effect of this work became more clear to us as the Medical Technician told us that the 
promotion, which was done while JICA was involved, was ”very, very intense” and was 
importantly facilitated by JICA. She mentioned that this work led to that people learned a lot about 
the disease and that people started to capture triatomines in their houses and bring them to the 
health centersxlii. Similarly, we asked the Head of the Regional Vector Unit about how the strategy 
of information, education, and communication works, and we learned that the promotional activities 
have had important effects as people’s knowledge about the disease has increased a lot in recent 
years. He argued that people as a result of the strategy of information, communication, and 
education are now more conscious about the disease and about what they have to do to eliminate the 
vector and the risks of the disease. In the same context the extent of integration also became more 
clear as he told us that the health authorities are now working with an integrated plan of promotion 
and education in which Dengue, Chagas, Malaria, Rabies, Zika, and Chikungunya are includedxliii.  
We consider the collaboration between the JICA officials and the local health personnel in the 
promotional activities to represent partial integration but the promotional activities related to 
Chagas have also been integrated into the same plan as several other diseases, and this indicates full 
integration. However, as we have mentioned earlier in this subsection, the financing of the 
promotional activities relied very much on the funds from JICA, which is why we do not consider 
the promotional activities of the Chagas program to have been fully, but rather partially, integrated 
into the critical function of demand generation.  
 
Service Delivery 
As mentioned earlier, the national MoH has been responsible for carrying out the service delivery 
related to Chagas disease, and therefore it can be argued that the Chagas program has been 
integrated fully into this critical function. As mentioned in our building block analysis, we consider 
service delivery to have been mainly indirectly affected through other measures. However, it should 
be noted that the Salvadoran JICA Official considered it an important advantage for the 
continuation of the Chagas activities that they have been included in the work profile of the 
country’s health promotersxliv. This means that the full integration of service delivery has improved 
on the sustainability of the Chagas activities.  
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Sub Conclusion 
In this subsection we have found examples of full integration into the critical functions of 
governance, service delivery, and financing (in terms of financing personnel per diems); examples 
of partial integration into the critical functions of demand generation and planning – integration 
which increased gradually during the program; and examples of non-integration into financing 
related to medicine and promotional activities. In relation to monitoring and evaluation we found 
examples of full integration of data collection and reporting systems (monitoring), whereas the Joint 
Evaluation Teams were examples of partial integration. Thus, the extent of the Chagas program’s 
integration into the six different critical functions of the health system in El Salvador varied 
significantly, and therefore we argue that our findings in this subsection underpin the argument that 
few interventions are either fully integrated or completely non-integrated (World Bank, 2009: 23), 
and also that an intervention can become more integrated with time. In this way our case contributes 
to the debate in the field of global health by underpinning the scepticism of some scholars related to 
categorizing health interventions as either strictly ”vertical” or ”horizontal” as our case is evidently 
neither vertical nor horizontal in terms of integration.  
Even though we found a good example of the argument that non-integrated, vertical elements, such 
as the financing of promotional activities, are often unable to be sustained if international resources 
decline, we questioned whether it would have been more desirable had the activities been financed 
by the health system. Also, we argued that the partial integration of the program into the planning 
function has led to planning practices that have been sustained, and moreover we argued that the 
full integration of Chagas service delivery into the work profile of the country’s health promoters 
has improved on the sustainability of these activities. 
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9. Community Participation 
In this subsection we will analyze the strategy of community participation in the Chagas program 
according to the conceptual framework introduced earlier, relating the strategy to the continuum of 
community participation. In this regard we will determine whether the different ”process indicators” 
(Leadership, Planning and management, Women’s involvement, External support for program 
development in terms of finance and program design, and Monitoring and evaluation) of the 
community participation in the Chagas program are closest to the approaches of either Mobilization; 
Collaboration; or Empowerment.  
It should be noted here, that the so-called ECOS20 community teams, which consist of a doctor, 
nurse, assistant nurse, health promoter, and an assistant played a key role in the establishement of 
the community surveillance system as they mobilized communities by gaining their trust. This type 
of unit was introduced in 2010 as a part of a reform in the health system (JICA, 2011), which we 
will return to later. It should be noted that JICA states in its terminal evaluation report that updated 
information is not always reported regularly from this Participatory Chagas Disease Monitoring 
(PCDM) System to the central level, and therefore, it is considered necessary to further strengthen 
the capacity of monitoring, evaluation and analysis (JICA, 2011).  
Before we start to look at the different process indicators, it is interesting to specify how and why 
community participation has been used on an operative level in the Chagas program, which became 
evident when we asked the Program Coordinator about the diffusion of spraying techniques:  
Program Coordinator: ”An average of 23.000 houses are sprayed each year. Which permits the 
community participation in the spraying. The health resources [personnel] are not the only ones doing the 
sprayings but instead the ECOS teams have organized the communities to carry the equipment, the 
chemical input...they are trained and they are the ones who carry out the spraying.” 
PR: ”Volunteers?” 
Program Coordinator: ”Volunteers. That is, there is a socialization, a democratization, to put it that way, 
of the operative activities, not just related to health. Now, it is not exclusively the Ministry of Health.”  
During another interview, we asked about the benefits of collaborating with actors who are not part 
of the health system, and we became aware that the involvement of the communities in the spraying 
is considered very imporant because the MoH has a limited capacity. For example in the Central 
                                                          
20 Equipos Comunitarios de Salud Familiar. 
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Region there is only a certain amount of resources for spraying, and the health authorities do not 
have the capacity to cover a bigger range of action (Head of Regional Vector Unit)xlv In this way, 
the strategy of community participation has made up for the limited capacity of the MoH, meaning 
that the economic burden is reduced through less salaries and thus the sustenance of the program is 
improved. As we have mentioned earlier in the thesis, the strategy of community participation is 
also used after the spraying activities in the passive entomological surveillance through training in 
detecting triatomine infestation and acute Chagas cases; the capture of triatomines; and in the 
notification to health centers. Now, we will seek to investigate how community participation is used 
in relation to both of these areas, and how it has been used in relation to the five process indicators.  
 
Leadership 
Related to Leadership, we saw in the first statement above that it is the ECOS teams who organize 
the communities’ participation in the spraying, which points towards that it is health professionals 
who assume leadership. It seems, though, that the degree of community involvement depends on the 
specific location. For example, it is different how the community members, who take part in the 
spraying, are selected. There are some who volunteer because they have experience with 
agricultural spraying activities, while others are identified in community meetings. Also, some 
communities have their own health committees which take up promotional activities related to 
Chagas (Medical Technician and Program Coordinator)xlvi. The fact that some communities have 
their own health committees could point towards that there are examples of partnership in the 
decision-making between health professionals and community leaders – which would represent 
collaboration in the process indicator of leadership. However, when we asked about the 
involvement of volunteers in spraying spraying activities, we learned that the leadership quite 
generally rests with the health system, and not the communities:  
 
Head of Regional Vector Unit: ”...We use the organization which the health promoters have. We convoke 
them to a meeting often, and there we explain the sprayings which have to be carried out to be able to 
eliminate the disease. But before that we build their capacities with regards to the use of the insecticides 
[...] So, with this [approach] we are teaching them so that they work.”  
Here, we see that it is mostly in the execution of the spraying that the community members have a 
role, and that it is health personnel who tell them that it has to be done and how to do it. The 
81 
 
following exchange of words very similarly conveys the idea that it is the health personnel who 
have the leadership in relation to the entomological surveillance: 
PR: ”Apart from the spraying, the communities should also do the passive surveillance..” 
Head of Regional Vector Unit: ”Exactly. The passive surveillance...It is always the recommendation that 
we make in all the communities because the active [surveillance] is when we go to the communities and 
we do it, and we convoke the communities, and we do a determined date. But we inform everyone that 
they are coresponsible: With their family, with their children, with their neighbours, with their community 
of doing the passive surveillance.”  
In this way, it is not the community members who assume responsibility out of their own initiative 
but rather they are told that they should take part in the surveillance. Furthermore, as we have 
mentioned earlier, it is the responsibility of health personnel to organize the activities of both active 
and passive entomological surveillance and to train the community volunteers. Therefore, we argue 
that the leadership of the activities, in which community participation is used, rests with health 
professionals, meaning that leadership is closest to the approach of mobilization.  
 
Planning and Management 
The process indicator of Planning and management is very much related to the focus, goals, and 
activities of a program and whether the program reflects community priorities, and we learned an 
interesting thing during an interview:  
PR: ”Are there also initiatives which come from the communities...or that the members of the 
communities make their own initiatives and suggestions for the program. Or does everything rather comes 
from the program?” 
Head of Regional Vector Unit: ”In reality, everything comes by way of us as the vector program. The 
communities have today begun to solicit or to suggest some solutions to their necessities. But it is rather 
difficult because they are more focused on...infrastructure improvements in the community, such as a 
road or a communal house. So, those are more relevant things for them. In the case of Dengue, yes, there 
are some who are working...It happens rarely that a community says ”we are going to spray our houses” 
[for Chagas]. For example, where we did the serological investigation in San Pablo Tacachico, there, yes, 
the community said ”we are going to spray”. They called us and said ”On that date we are going to spray, 
we are going to fumigate to eliminate the chinche”. But that is not...it is a minimal quantity of 
communities that solicit support [for Chagas]. Mostly the focus is on the fumigation related to Dengue.”  
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Judging from this statement is seems clear that is is generally health professionals who decide the 
focus, goals, and activities of the Chagas program, and that the emphasis on Chagas disease does 
not represent the priorities of the community. With this in mind we argue that the planning and 
management in the strategy of community participation is also closest to the approach of 
mobilization. An example such as this one in San Pablo Tacachico demonstrates that community 
members can, however, take some part in the decision-making (and thus Leadership) and in 
choosing priorities (Planning and management) but we see that it is rather an exception than a 
norm.  
 
Women’s involvement 
It is important to mention that women are considered to have a fundamental role in many of the 
homes in El Salvador, and their decisions have a direct influence on the community activities, 
according to the Program Coordinator. Therefore, they are made aware that their participation is 
important to reduce the contact with the triatomines, and they act as a medium to convince their 
husbands and partners to participate in the activities related to Chagas and to spread the awareness 
about Chagas disease to the other families in the communities. Moreover, women often also take 
part in the spraying activities (Program Coordinator, personal communication, March 25th, 2016). It 
should also be mentioned here that in the Central Region of El Salvador, it is almost always the 
women who participate the most in the meetings and in the house cleaning activities related to 
Chagas disease (Head of Regional Vector Unit, personal communication, March 29th, 2016). Thus, 
women participate actively in some of the aspects of the Chagas program, and therefore we argue 
that this process indicator is close to the approach of collaboration, while it is not an example of 
empowerment as women’s involvement in positions of decision-making is not among the specific 
program objectives.  
 
External support for program development in terms of finance and program design 
As the spraying equipment is provided by the Ministry of Health (Program Coordinator, personal 
communication, March 25th, 2016), the funding for the spraying activities has come from outside 
the community. At the same time, it is one of the key aspects of the strategy of community 
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participation in the entomological surveillance to find ways of work that do not require financial 
resources (JICA, 2014A: 243). Therefore, our findings suggest that it has not really been necessary 
for the communities to find ways of mobilizing resources, which could otherwise have been part of 
the empowerment approach. However, this process indicator is not only related to finances but also 
to time and materials, and it it is very much the case both for the entomological surveillance and the 
spraying activities that the community members are asked to contribute with their time. As it is only 
part of the Chagas program to promote but not to carry out home improvements (such as the filling 
of cracks in walls, floors, and roofs), the communities also provide the materials when such 
improvements are done (Program Coordinator, personal communication, March 25th, 2016). 
Therefore, we argue that this process indicator has some affinities with the approach of 
collaboration because the majority of the funding comes from the outside but the communities are 
asked to contribute with time and some materials.  
 
Monitoring and Evaluation 
As mentioned in an earlier section, it is health personnel who carry out the impact evaluation and 
analysis related to the entomological surveillance, and monitoring and evaluation is to be carried 
out in collaboration between the central vector control unit, the regional administration, and 
SIBASI. Moreover, it is the ECOS teams who put the information from the communities into the 
information systemxlvii, and all these points suggest that it is health professionals who carry out the 
monitoring and evaluation, meaning that the process indicator is closest to mobilization. 
 
Supplementary Considerations 
In our conceptual section we mentioned that people often have other priorities than health, and this 
has also proven to be the case in relation to Chagas disease: As we saw earlier, the communities are 
often more focused on infrastructural improvements, and thus, it might actually be rather difficult to 
employ an approach of empowerment related to Chagas disease because in that approach the 
community defines the priorities. However, it seems that this does not make the efforts of 
eliminating Chagas disease any less important as the fact that people often have other priorities is 
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related to a lack of knowledge about the disease, as it became clear when we asked about how more 
community participation could be achieved: 
Head of Regional Vector Unit: ”promoting a bit more, to be more extensive, more promotional about 
what the disease is so that they know how important it is to maintain the house free of the vector. As long 
as they do not understand, they are not comprehending the degree of risk that it means for them and for 
their families, they are not going to have the degree of conscience to be able to eliminate [the vector, the 
risk].”  
This raises the question whether an empowerment approach (in which the community members 
themselves define their priorities) is even possible in relation to a disease which the community 
members are somewhat unaware of. Another consideration is the difficulty in quantifying the 
impact of community participation. The Senior Representative of JICA, El Salvador, argued that it 
is indeed extremely difficult to evaluate community participation but that he had visited a health 
center in Ahuachapán in 2013 – two years after JICA had ended its involvement in Chagas – and he 
argued that the community participation in the entomological surveillance was still working there as 
community members delivered captured triatomines in a box at a health center, thus notifying the 
authorities when there was a need to do fumigationxlviii. This is interesting because we mentioned in 
our conceptual section that it has been suggested that it is not possible to create broad and self-
sustaining commmunity participation through health services alone. However, as we have 
mentioned in our section on health systems strengthening, the Adviser from PAHO has pointed out 
that the information about triatomine infestation, provided by community members, is sometimes 
not passed on in the information system from the health centers, and in those cases there is no 
reason for the community members to engage in the entomological surveillance. The problem here 
actually relates to a mechanism of the health system which does not work perfectly, and 
consequently, the strategy of community participation is potentially compromised. The same PAHO 
official did also praise the approach of community participation in the Chagas program for 
increasing the interaction and contact between the health system and the communities, which he 
argued has enabled an increased collaboration, not only related to Chagas but in a lot of different 
health aspects. In that sense, he argued that the Chagas program had been a trampoline to do 
something more integral in relation to health and basic sanitation in the communitiesxlix. Thus, we 
also see that the community participation has led to a broader benefit and has helped to build 
relationships, something which we consider hard to quantify.  
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Sub Conclusion 
In this subsection we have identified the type of community participation which has been used in 
the Chagas program in El Salvador to be closest to the approach of mobilization for the most part, 
having only a few affinities with the approach of collaboration (related to women’s involvement 
and to the contribution of time and materials) as it was the health authorities who took the lead, 
decided the focus and priorities of the strategy, and evaluated it. So, while the horizontal element of 
community participation has been applied in the Chagas program, it has not been done by giving 
decision-making powers to the communities with an eye to build self-determining communities, 
which some consider to be the objective of community participation. While empowerment by some 
is considered the ideal type of community participation, it might not be realistic to assume that 
communities on their own initiative will begin to prioritize and address the risks of the disease 
without becoming more aware of it first. In our opinion this situation underpins the argument that it 
is unrealistic to search for a ”gold standard” of community participation (Draper et al., 2010: 1104). 
Considering that the approach of mobilization has indeed been able to make up for some of the 
capacity constraints of the MoH in terms of spraying, meaning that the sustenance of the program 
has been improved; that the communities have become engaged in the entomological surveillance; 
and that the strategy has helped to build relationships and to increase the collaboration between the 
health systems and the communities, we argue that this approach also has important benefits. We 
also remember that Abad-Franch and others have argued that even very simple forms of 
participation in entomological surveillance can be very effective (Abad-Franch et al., 2011:10). 
However, as we have touced upon, these benefits might potentially be compromised by problems 
with the response of the health system to notifications by community members about vector 
infestation.  
In that it is considered among the horizontal elements of health interventions to use the strategy of 
community participation, our investigation contibutes to the vertical-horizontal debate by 
demonstrating a specific type of community participation which has both been possible to utilize 
and has also yielded significant benefits in relation to a relatively unknown disease, which is not 
among the main priorities of the communties in El Salvador. Other strategies involving more 
elements of collaboration could have been used, as communities could have been consulted more 
but from our analysis a strategy with the focus of empowering communties is impossible when 
conditions of low awareness are dominating.  
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10. Contextual Analysis 
During our interviews we obtained information on several contextual factors which have had both 
positive and negative effects on the Chagas program. We consider these to be important realities of 
El Salvador and examples of how it is important to take the local context into consideration when 
devising health interventions, and we will show how they affect the Chagas program. We will focus 
on three contextual themes which are specific to El Salvador: the health reform of 2009, political 
will & priority, and violence & crime. Lastly, we will also touch upon the potential of housing 
improvements. 
 
The Health Reform of 2009 
When the left wing FMLN won the presidential election in 2009 the new government started a 
reform of the health system with the objective of achieveing universal health coverage. A health 
policy was promulgated to bring back the role of the state in the theme of health in the face of a 
prolonged dismantling of the public health system (WHO, 2014). The reform entailed a significant 
increase in the endowments of infrastructure and human resources in health, especially in the 
poorest municipalities, and there was an increase from 337 primary level health establishments in 
2009 to 692 in 2012 (PAHO & MoH, 2013: 5). In this way the reform involved bringing health 
services and health care closer to the communities and it introduced practices that constituted a 
more preventive approach which also relieves some of the pressure on the country’s hospitals 
(Program Coordinator)l. The reform instated the aforementioned ECOS community units at the 
municipal health centres, which means that health care is delivered to the communities instead of 
the system relying on people contacting doctors and health facilities when a need is detected. 
Before, these components did not exist and one of the problems related to the former system was 
that when a person went to the health facility he/she would be given a referral to a higher level of 
attention but it was not sure if the person would be able to meet for this new appointment (Adviser 
from PAHO)li. This was one of the things that could hamper health service delivery before, which 
the reform of 2009 sought to address. The health reform is built on the objective to alleviate people 
out of poverty, which in itself facilitates the Chagas program, according to the JICA Regional 
Adviserlii. Thus, the Chagas program was benefited from the reform in that it is now being 
prioritized politically. As mentioned in an earlier section, ECOS teams played a key role in the 
entomological surveillance system of the Chagas program by gaining the trust of the communities, 
87 
 
and in this way, the reform also contributed to the aspect of trust building, which in our conceptual 
section was highlighted as one of the critical ”soft” capacities of health systems strengthening. This 
highlights the interplay between different contextual components and health interventions. 
According to PAHO and the MoH, the ECOS model of community health attention facilitates a 
preventive approach and the early detection of health risks as well as early treatment (PAHO & 
MoH, 2013: 9), and as the ECOS units were consolidated, the total number of preventive health 
consultations rose significantly: in 2012 there were 258.544 preventive consultations more than in 
2009, constituting an increase of 10,3% (PAHO & MoH, 2013: 7). This emphasis on early detection 
of health problems and the focus on the vulnerable groups of the population could strengthen the 
control of Chagas disease, as more acute cases could potentially be discovered through the 
increased number of preventive consultations. In this way the health reform seems to have 
considerable potential to strengthen the Chagas control efforts in El Salvador. Of course with the 
reservation that if these initiaives are to benefit the Chagas program, it requires that both 
communties are aware of the disease and that health personnel have the knowledge and expertise in 
carrying out services related to Chagas. 
On the other hand, the closer cooperation with communities means that many needs are detectedliii, 
and consequently it can be difficult to answer them all, this especially if the given community has 
been neglected for a substantial amount of timeliv (PAHO Adviser). In this way the reform has also 
led to increased pressure on the human resources. This means that the growing amount of emerging 
needs of the communities could remove some of the attention and priority on Chagas disease to 
other health problems, as other problems could come to be seen as more important. A result of the 
reform was also an increase in the public spending. However, as of 2013 the public investment in 
health was still considered insufficient, and it was argued that new and better mechanisms of 
solidary financing were needed to secure a stable and sufficient flow of resources for the health 
areas (PAHO & MoH, 2013: 14-15). Thus, the reform has put increased pressure on the economic 
resources of the health system, which could mean that fewer resources are available for Chagas 
control in the future. When we asked about how the health reform affects the Chagas program, the 
JICA Regional Adviser also touched upon the potentially negative implications of the reform:   
“The other was sustainability. I mean, once you start visiting each village providing health education, 
services, and...completely...the population become dependent. And of course it is very expensive for the 
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MoH to provide that kind of service throughout the country. So the sustainability...it hasn’t got an exit so 
I don’t know of that strategy itself is going to be effective and sustainable.”  
So, we see that the sustainability of the community-focused approach of the health reform is 
questioned, as the communities become dependent on the continuous presence of ECOS, which is 
very expensive to maintain. This means that it will be difficult to lower the economic input at a later 
time, simply because people have become used to the service. Thus, if the human- and economic 
resources, which are necessary to give a response in Chagas control, are depleted because of the 
increased economic burden of the reform, the responsiveness of the health system to the 
communities could be hampered. The JICA Regional Adviser also argued that some of the ECOS 
teams do not have the necessary experience and knowledge to provide the health services 
effectivelylv, meaning that the quality of the service delivery and the health workforce could be 
considered insufficient, and consequently, work related to Chagas control that has been integrated 
into the mechanisms of the health system could be compromised. Conclusively, the health reform 
has several both positive and negative influences on the prospects of Chagas control. 
  
Political Will & Priority 
As the main vector of Chagas disease in El Salvador, T. dimidiata, is non-eliminable, the efforts of 
control need to be sustained, and therefore it is important that Chagas control remains a political 
priority. In this subsection we will first briefly demonstrate how Chagas disease has been a political 
priority historically, and then we will analyze how the Chagas program contributes to the 
maintaining the disease as a political priority. 
In the context of prioritizing key persons are important in relation to putting and keeping Chagas on 
the political agenda: According to the JICA Regional Adviser, El Salvador stands out in Central 
America because it has a “scientific backbone” in relation to Chagas, and the following persons are 
important in this context:  
 Dr. Juan Crisóstomo Segovia: The first to discover a case of Chagas in the country (in 1913) 
and a highly recognized scientist, who taught the medical students at the University of El 
Salvador. 
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 Dr. Rafael Cedillos: Followed in the tradition of Segovia and has been active in Chagas 
control over many decades. He became a PAHO consultant and prioritized Chagas by 
utilizing funds for Malaria campaign. 
 Dr. María Isabel Rodríguez: One of Segovia’s students who became a Professor at the 
national University and later moved into politics, becoming Minister of Health in 2009. 
According to the JICA Adviser, these key persons were important in raising the priority of Chagas, 
which is especially significant because the disease is not prioritized at the same level as Malaria and 
Dengue, in part because it mostly affects the impoverished population and not the people in 
powerlvi. Also the Salvadoran JICA Official presented it as a very big advantage that the Minister of 
Health knew of Chagas and its implications as it established support from the authorities and thus 
institutional commitmentlvii. Currently, priority setting is still very important, as Chagas is not the 
only serious vector-borne disease in El Salvador. This means that the health system has to prioritize 
its activities based on what constitutes the main problems at a given time:   
Head of Regional Vector Unit: ”we always have to orientate ourselves towards those with the highest 
prevalence at a certain moment, which are currently Dengue and Chikungunya, and the new disease 
which is the Zika, you know?” 
In this way the focus on Chagas activities depends on the situation of other diseases, and when we 
asked the Salvadoran JICA Official about what the biggest challeges for the prevention of Chagas 
are now, we learned that as Dengue cases shoot up in certain periods every year, the activities 
related to other diseases such as Chagas are obstructed (Salvadoran JICA Official)lviii. This means 
that resources at times will be allocated to other health issues if epidemic conditions of other 
diseases occur and it exposes one of the problems for Chagas disease control in the future, which 
Hashimoto et al. also touch upon:  
“The success of vector control efforts in reducing house-hold infestation and disease prevalence have 
made vector bugs and patients less visible and made the interventions less likely to be prioritized for 
government budgets in the future.” (Hashimoto et al. 2015:14) 
The contemporary low frequency of house-hold infestations, which is pointed to in our section on 
recent developments where we see a infestation rate at only 2% in 2012, means that the disease is at 
risk of not receiving adequate funds and priority to sustain the efforts necessary to maintain this 
success. This is a problem for all health issues that are non-eliminable but it underscores the 
importance of being able to detect if infestation rates are growing and an eventual increasing 
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prevalence of disease. We have outlined the difficulties related to diagnosing and therefore, it is 
very important that the entomological surveillance system (both active and passive) works and 
reflects reality so that potential surges in vector infestation will be detected. Furthermore, this also 
underlines the importance of responding to community notifications of vector infestations, as 
communities would otherwise lose incentives to use the entomological surveillance design, simply 
because they would not see the purpose of it. A lack of responsiveness thus dents the passive 
entomological surveillance system. Consequently, the sustainability of political priority is 
interlinked with the strengthening and integration of entomological surveillance systems and with 
the practice of community participation, which was introduced through the Chagas program. 
However, there is a danger if these efforts are not tended to and sustained, as the potential surge in 
house-hold infestations would not be detected and the political priority would cease. Thus, we 
consider it important for the continuation of Chagas activities that they remain a political priority. 
 
Violence & Crime 
As we have mentioned earlier in our thesis gang crime is a serious problem in El Salvador, and this 
also has effects on the Chagas activities. For example, the Japanese Senior Representative of JICA, 
El Salvador, told us that a lot of municipalities are not considered adequate places to send JICA 
volunteers, also municipalities which have earlier had JICA volunteers as a part of the Chagas 
programlix. We were similarly told of crime related problems for the execution of Chagas activities 
during our visit to San Pablo Tacachico. A SIBASI employee told us that there is a lot of mistrust in 
the rural areas because of the gang crime, and a lot of people are not willing to let the health 
personnel enter their houses, which makes it very difficult to carry out entomological investigations 
and spraying. During the same day trip we also heard from a health center employee that criminal 
gangs in some instances have told health personnel to leave within five minutes, or in other cases to 
have told them that they could stay but could not talk to the police about any gang activities (Field 
Notes). We see here that the execution of some Chagas activities is hampered by the crime situation 
in El Salvador, and we argue that this is an example of the service delivery building block of the 
health system being affected because the possibility of delivering health interventions to those in 
need is diminished.  
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In San Pablo Tacachico we were also told that some people are afraid that the SIBASI employees 
are actually from the police, and the community members do not want to be seen letting the police 
enter their houses, while in other instances the SIBASI personnel have been thought to be gang 
members and have been asked to strip to show that they do not have gang tattoos (Field Notes). We 
remember that one of the arguments about the potential benefits of community participation is that 
it makes people more likely to respond positively to health services, and here we see that the crime 
situation hinders this benefit by making people less likely to respond positively to the Chagas 
control activities. Thus, the potential of the strategy of community participation is being reduced by 
the crime situation. As mentioned earlier, Chagas disease is not among the main priorities of most 
communities, and we consider the country’s aforementioned massive death toll related to gang 
crime to be a factor which could also be a hindrance in relation to Chagas becoming a bigger 
priority among the communities. Conclusively, the crime situation of El Salvador has several 
effects on the Chagas control activity, and we have demonstrated the importance of this situation in 
relation to health interventions. 
 
The Potential of Housing Improvements 
As mentioned earlier, some see rural housing improvements as a sustainable contribution to Chagas 
control (Gürtler et al. 2007:16198), and this was also supported by the PAHO Adviser who argued 
that it is very difficult to eliminate the main vector of the disease in El Salvador, T. dimidiata, as 
long as the socioeconomic or environmental conditions of the homes do not improvelx. As we have 
mentioned ealier, the Chagas program has not been actively involved in improving housing 
conditions but has made recommendations to the community members, however, while these 
improvements surely would facilitate the Chagas efforts, they are hampered by a lack of economic 
resources: When we asked the Head of the Regional Vector Unit about the degree to which the 
communities are able to follow the recommendations, he argued that it would not be necessary to do 
as much spraying and entomological surveillance if community members were able to make 
housing improvements, such as filling cracks in the walls or changing the roofs, because the 
triatomines would then not be able to infest the homes but this is very difficult due to the economic 
situation of the populationlxi.  
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We also asked a former JICA Representative about a livelihood improvements miniproject which 
had been done in Nicaragua as a part of the Chagas program with some financial support from 
JICA. He argued that such an approach has potential and that the Chagas disease vector will never 
be controlled only with insecticides. However, he also argued that such an approach is much more 
time consuming and needs more personnel than for spraying activities, making the logistics more 
complex, meaning that it would be very challenging to scale such an approach to the national 
levellxii. The former JICA Regional Adviser also pointed out that the operational teams of the MoHs 
do not have the time and capacity to organize the activities of livelihood improvements. He argued 
that such activities fall under a type of blind spot because it is difficult to know whose responsibility 
they are. With this in mind he argued that the livelihood approach is only possible if there is strong 
local leadership in the different municipalitieslxiii. 
Here, we have touched upon the importance of housing aspects in relation to Chagas disease, and 
our investigation has shown that it is considered to have a potentially significant effects in relation 
to Chagas to improve housing but at the same time it is considered to be both complicated and 
difficult to carry out. 
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11. Conclusion 
In our thesis we have investigated the Chagas control program in El Salvador through the three 
conceptual frameworks of (i) health systems strengthening, (ii) integration, and (iii) community 
participation:  
(i) We have analyzed how the disease-specific program affected the building blocks of the national 
health system, arguing that the program:  
 Strengthened human resources.  
 Enhanced the use of data and information.  
 Strengthened the capacities of communication, governance, leadership, and management 
practices.  
 Facilitated diplomacy and networking through financed meeting attendance at IPCAM. 
 Created collaboration between the Ministries of Health and Education, improving the 
management of partnerships. 
 Improved the multi-disciplinary skills of the technical personnel of the MoH. 
 Left the MoH with an investative “baggage”. 
All these elements are also highlighted as important to health systems strengthening in the 
conceptual literature, and in this way we underpinned the argument that disease-specific 
interventions can have broader positive effects and achieve general improvements in a health 
system, meaning that the “diagonal” approach to health interventions is indeed possible. However, 
we have also pointed out that the future sustenance of the Chagas activities can be challenged by 
budget restraints and lack of human resources as well as by personnel changes which could result in 
changes in the organizational culture and a loss of implicit knowledge. Another challenge is the 
reliability of health data, which is challenged by an underdiagnosis of Chagas and evaluations of 
some departments which seem to be too positive. 
Our health systems strengthening analysis contributes to the vertical-horizontal-diagonal debate in 
the field of global health by demonstrating that health interventions are not necessarily either 
“vertical” or “horizontal” as the Chagas program was, one on hand, disease-specific (vertical) but, 
on the other, strengthened the health system (horizontal), meaning that it was a ”diagonal” 
intervention. 
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(ii) We have analysed how and to what extent the program was integrated into the critical functions 
of the health system, arguing that the extent of integration varied significantly in the different 
functions as we demonstrated examples of both full, partial, and non-integration. Therefore, our 
investigation contributes to the vertical-horizontal debate by underpinning the argument that few 
interventions are either fully integrated or completely non-integrated. Even though we found a good 
example of the argument that non-integrated, vertical elements, such as the financing of 
promotional activities, are often unable to be sustained if international resources decline, we 
questioned whether it would have been more desirable had the activities been financed by the health 
system. On the other hand, we argued that the partial integration of the program into the planning 
function has led to planning practices that have been sustained. These two points raise the question 
whether full integration should always be considered necessary and desirable.  
 
(iii) We have analyzed how the strategy of community participation can be characterized on the 
continuum of community participation, arguing that it was closest to the approach of mobilization in 
most of its process indicators as it was the health authorities who took the lead and decided its focus 
and priorities, and evaluated the strategy. In this way the strategy did not give decision-making 
powers to the communities or try to build self-determining communities. We questioned, however, 
whether an approach of empowerment is realistic to address a disease which is not very well-known 
among the communities. With this in mind, we supported the argument that it is not realistic to 
search for a ”gold standard” of community participation. Furthermore, we argued that the approach 
of mobilization indeed has had important benefits such as making up for the capacity constraints of 
the MoH in terms of spraying, improving the sustenance of the program; that the communities have 
been engaged in the entomological surveillance; and that the strategy of community participation 
has helped to build relationships and increase the collaboration between the health system and the 
communities. 
Our investigation contibutes to the vertical-horizontal debate by demonstrating a specific type of 
community participation which has both been possible to utilize and has also yielded significant 
benefits in relation to a relatively unknown disease, which is not among the main priorities of the 
communties in El Salvador.  
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We have also considered some contextual elements to be important realities of El Salvador and 
examples of how it is important to take the local context into consideration when devising health 
interventions. Firstly, the health reform of 2009 has had both positive and negative implications for 
Chagas control and should be considered for future interventions. Secondly, the situation of gang 
crime and violence has hampered Chagas control activites and is another aspect that should be 
considered before conducting health interventions in the country. Thirdly, the Chagas activities in 
El Salvador have over many years been facilitated by a significant amount of political will, which is 
not necessarily evident in other matters. 
Finally, we have also discussed that housing improvements have significant potential in relation to 
addressing Chagas but also that such improvements are both complicated and difficult to carry out.  
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Appendix 1: Endnotes 
                                                          
 
6. General Information about the Chagas Program 
i PR: ”Perfect. We also made a visit to a health center in San Pablo Tacachico in La Libertad, and there we became 
aware that JICA have supported the promotion activities a lot, and that it has been a very important support for them. 
However, they told us that now there are fewer resources for the promotion activities and also for materials, and also 
that more resources could be used now...in your opinion, how can that situation be improved?” 
Salvadoran JICA Official: ”I will give you the word.”  
 
 
Japanese Senior Representative of JICA, El Salvador: ”Perhaps...it is not an issue which is directly caused by...by a lack 
of initiative or motivation of the personnel of the Ministry of Health but rather sometimes...related to vector control the 
Ministry of Health always has to put the priority. For example if Dengue cases increase, the person has to work hard 
with that issue, right? And obviously, they do not have sufficient human resources to deal with Dengue, Chagas and 
other diseases at the same time. So it is always necessary...they always have to put the support in their work. So we 
know very well that the control of Dengue and other diseases have a bigger budget than that of Chagas. Therefore it is 
always termed as a...neglected disease...so perhaps they have to improve that situation themselves because...I repeat, 
they already have much knowledge, they are qualified to work based on evidence...so if it is that Chagas cases increase, 
they can present that data to obtain their own resources to strengthen their work with Chagas...that is what we are 
hoping...and well, it is very easy for us to talk to the Ministry of Health, asking them to increase the budget for Chagas 
but that is not...it does not work...it does not always work. So perhaps it is better that they...it would be better for them 
to use their capacities which have been strengthened in the project.  
 
ii Program Coordinator: ”As we are a small country, we standardized this benefit for the three departments for the 14 
departments which is why...JICA was not...yes...physically, economically, and technically in 3 departments [in phase 1] 
but in reality they were in 14 departments. Officially it was 3 [in phase 1]”  
 
iii Salvadoran JICA Official ”even though only 7 departments were part of phase 2 – we have 14 departments in total in 
our country – so we were in half of them...covering the half of the departments of the country. But for example, there 
were training activities or evaluation workshops to monitor the progress...all of the 14 departments of the country were 
gathered in these. In that sense, even though the focus group was 7 departments, there were activities at a national level”  
 
iv PR: ”Are efforts also done to improve the conditions of the houses? That is, the walls, the roofs...”  
Program Coordinator: ”We as ministry only do coordination. That is, we make recommendations and also coordinations 
with respective communes or non-governmental organisms, the NGOs which are devoted to this. Or with the municipal 
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governments. That is...or we make recommendations within our possibilities in the field...that they engage in filling, 
plastering the houses for this...” 
 
v Program Coordinator: ”on the other hand, here, they suddenly said ’no’. Our minister asked them to stay more time 
involved in the work with Chagas. 
PR: But no? 
Program Coordinator: ”You are already able to do it yourselves”, they said.  
 
vi PR: ”OK. In our interview with Ing. Romero and Dr. Gavidia we became aware that the national program asked JICA 
to continue with the support [to the Chagas program] but that JICA estimated that the national program was ready to 
take up the complete responsibility of the program, and we would like to know how that evaluation was made?” 
Japanese Senior Representative of JICA, El Salvador: ”Well, perhaps I have to answer...the thing is that I am the person 
who...[laughs]” 
Salvadoran JICA Official: ”You said ’no’ [laughs]” 
Japanese Senior Representative of JICA, El Salvador: ”Before coming here I worked as a director of an office which 
managed the health projects in Latin America...including the Chagas projects in Central America. So in the years of 
2010, 2011, 2012...in these years the Central American countries achieved international certification...for example the 
elimination of a species here in El Salvador...in 2010, right? So in 2011 Honduras, Nicaragua...like the interruption of 
transmission...so in that sense each Chagas project had already achieved great results...so there was no...and they knew 
that as well, the presidents of JICA in Japan [about the results]...so they said ”why do we have to keep on working, 
[why] do we have to keep on supporting the countries which have already achieved some concrete goals?”, right? So 
that is why we have taken that decision that we are not going to keep on working in the same way, not in the same way. 
But in that moment we took the decision to send an expert, [Regional Adviser], to gather the best practices of each 
country in Central America so that later the Ministries of Health of each country take into account those best 
practices...and as an example for the improvement of the health system, not only related to Chagas but also related to 
other diseases...that was our idea...so we have changed our strategy of supporting Chagas programs a bit...not 
[supporting] directly but to gather information and best practices so each Ministry of Health would taken them into 
account...that was it.”  
vii Program Coordinator: ”We have...184 it says here...but we have 189 laboratories...all of these laboratories are 
qualified to do Strout’s concentration method for the diagnosis of Chagas.”  
 
7. Health System Analysis 
 
viii PR: ”And in your opinion, to what degree have the persons of the national program become capable of carrying out 
all the activities in an independent manner now?” 
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Salvadoran JICA Official: ”I think that there is a very high degree of capacity. Sometimes the limitation that they have 
as Ministry is budgetary questions, or related to human resources. But the technical capacity...the Ministry, the team 
that we worked with...it is a highly qualified team.”  
 
ix PR: Is there sometimes also scarcity of resources for the carrying out of your activities, or are there always resources 
to carry out... 
Head of Regional Vector Unit: What is related to activities...human resources are limited...we are not going to cover 
that up. We cannot say: ”We are going to spray 10.000 houses this year” if we do not have the resources  
 
x Adviser from PAHO, El Salvador: ”A very important work that was done with JICA was the community 
entomological surveillance where the people captured the chinches, they put them in a small bag, and they went to leave 
them at the closest health center. This project is still being done, it is still being sustained, it is still being implemented 
but we...the last time we spoke to him [Program Coordinator] it was necessary to evaluate if it was really giving 
results...because we have also detected that often the people do it...they capture chinches in the house, put them in a 
box, they go to the community family health center, but from here they do not send them [the chinches] to the next level 
where the diagnosis is being done, which is at the level of the SIBASI, the basic systems of integral health...so if he, the 
person, takes the time to capture the chinche, to put it [in a bag], to go to the community family health center to leave it, 
why does the community family health center not send it to the SIBASI, to where it belongs, in time and while the 
chinches are alive?” 
PR: ”There is no reason if the don’t do it...?” 
Adviser from PAHO, El Salvador: “If they don’t do it [send the captured chinches on], it stays here. It does not happen 
in all the cases but we have seen cases where persons, who have been sick or have been diagnosed with acute Chagas, 
have done this with the chinches but the information did not arrive [to the central level], so here in this step there is 
a...there is a limitation...because the other thing that we have seen, as this [procedure] is not perfected, is that often the 
manager of the health unit or the doctor who is there – they are often in their social year. So they are doctors who still 
have not graduated, who are in their eighth year, the social year, and at times they do not consider it important to follow 
the chain which they are supposed to because of a lack of expertise, of knowledge. So we have identified and 
commented that limitation...it has been tried to correct it...but nevertheless, again, if all this really functions, why do we 
keep on having [new] cases of chronic Chagas?”  
 
xi Adviser from PAHO, El Salvador: ”Also therefore...another of the things that we have commented to Ing. Romero is 
the necessity of elaborating online courses or training courses, some kind of mechanism to...so that not only the 
entomologists are diagnosing, and the microscopists who see the blood film and identify the parasite, but so that also the 
doctors who are in the health establishments get up to date on the disease”  
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xii Us: “Subsequently, after the termination of the project by JICA… I don’t know how much inside you have as of right 
now in the Chagas program but do you sense they were well equipped to carry on the tasks, especially the ones assisted 
by JICA and PAHO as well?” 
JICA Regional Adviser: “In El Salvador?” 
Us: “Yes.” 
JICA Regional Adviser: “Yeah… yes to some extent. This is kind of a yes and no answer as well. We believe that they 
have the capacities now to handle the disease control themselves. In that sense they should be able to respond to vector 
infestations at the local level. Now it again comes down to the individual capacity, local capacity to respond. In health 
centres where they have very responsible and interested personal they do give response. One is that the community is 
more empowered and they know how to claim to the health centre. That is very important. The other is that the health 
centre personnel know how to respond to the demand or the vector problem. Where that is working, yes I am sure that is 
still working as a good surveillance system. However, if that cycle is damaged or broken because of personnel 
change… that changes local leadership and also the organisational culture so to say. That may be affected but then 
again that is the responsibility of the supervisors to keep raising the motivation and making sure that the data and 
information is circulating from the bottom and up and giving feedback top-down. So sure some parts are working and 
some parts are not to the optimal level.”  
 
xiii Regional Advisor from Central America: “once you go to the communities each community have their different 
network of influence. So the leader may be like a priest for that area particularly or like a soccer team captain or coach 
for the other area. Or maybe a women’s club leader, like a big grandmother of the area. Maybe in a small village it is all 
family and relatives, blood related, so it is so different. They have been working...we don’t mention it because it is 
impossible to note who is the key organisation in each context or in each village because it’s too much data. It’s more in 
the implicit knowledge.”  
 
xiv JICA Regional Adviser: “If you talk about the central or national program and the regional or departmental 
program... because of decentralization the managerial capacity or the command line was weakened and that made…the 
mentality and the technicality weren’t shared as much as they should have been. Well, what we had to do was to make 
sure they had good communication from top down. Fore sure also bottom-up but technically the program had to be 
implemented nationally and be passed on to the operational level, which is the district or departmental level. So that was 
the primary purpose when we started the project.” 
 
xv PR: ”Well, we have also read that JICA has made a lot of support in the strengthening of the communication between 
the different levels. The central level, the regional level, and the municipal level. For example through the voluntaries. 
But apart from these voluntaries, how was the communication strenghtened specifically?” 
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Salvadoran JICA Official: ”Yes...the Ministry has that structure, right? The central level, the regional level, and the 
community level. So, the work was done taking into account the three levels, for the planning of workshops or the 
different activities. Everything was always done through the national coordinator of the program but he depended on a 
management [team], on a unit. So through them there was a flow of information. But in that case the expert who was 
running the project, he had access to any of the levels...always with the communication...the coordinator of the national 
program.” 
PR: ”And in your opinion, can that strengthening of the communication also be used in relation to other health themes, 
and how?” 
Salvadoran JICA Official: ”Yes, the truth is that...with the Chagas project a linkage was created at central level, at 
regional level, and at community level. In reality the Ministry manages that structure for all its tasks. And perhaps the 
important matter in how it can be used for other programs is for example how the work is done at the level of health 
promoters, and that they are the operative level because they are the ones who are present in the communities. So that 
structure...I think that it is very important for any type of health problem...with Chagas or Dengue, or what it might 
be...it is useful, you know? In the sense of managing the different levels”  
 
xvi Salvadoran JICA Official: “The analysis of the data, [was done in] the Ministry’s own system when the project 
began...the Ministry of Health has always managed a system of...where they manage all the health indicators. But the 
Ministry itself was...improving this [system], and what was done with the project was to give feedback to the Ministry’s 
system. So it could be considered to be a process of transfer but it was already the Ministry’s own system which did not 
emerge with the project.”  
 
xvii Program Coordinator: “We have a monthly information system...it is in line...which permits us to continuously 
evaluate...it permits us to continuously verify what type of activities that are being done at the community level... This 
has benefitted us...we have left the era of sending by fax or reports by telephone, instead, where ever we are, we can 
generate a report...we have three information systems which are the system of service production that is on a monthly 
basis; we have the VIGEPxvii – the epidemiological surveillance which is weekly...we verify the [state of the] disease 
and the control activities and also the participation of other institutions in the surveillance and control. This has 
permitted us to have an opportune register of more than 200.000 housing inspections each year. This guarantees us that 
we can view the entomological rates, the entomological surveillance. It also permits us to evaluate the work of each of 
these disciplines, to see the dispersion of the vector at a national level...”  
 
xviii PR: ”Is it also because of the fact that the disease is often asymptomatic?” 
Adviser from PAHO, El Salvador: ”Yes, exactly. In fact, the doctor who, let’s say, is in charge of PAHO at regional 
level in the theme of Chagas, Dr. Salvatella*, and he is in Uruguay, commented at a conference that the experience, he 
has had over many years...they have seen that only 20 or 30 % of the cases of acute Chagas present Romaña’s sign...but 
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nevertheless, in our case the interesting thing is that almost 90 to 95% of the acute cases have presented Romaña’s 
sign...but people do consult [a doctor] because of that Romaña’s sign...but nevertheless we do not know which 
percentage passes to an asymptomatic or simply subclinical stage, or if the manifestations are so mild that the people 
feel better with an Acetaminophen and do not look for [treatment]”  
*: We are not certain about who exactly this doctor is but it could be Dr. Roberto Salvatella Agrelo who is mentioned as 
the responsible person in Chagas of PAHO, Uruguay on their website. 
 
xix PAHO Adviser: ”logically, in order to reach the chronic phase of Chagas disease, a case has to have passed through 
the acute stage. And the detail, or the criteria is to identify the acute cases, principally those cases where the signs or 
symptoms are few...because now we do not see many cases with Romaña’s sign, Ptosis...people generally search for an 
alternative treatment, self-medicating or looking for an option of alternative medicine such as a medicine man...or 
within their own family the grandmother or grandfather give medicines which are not for this...and this does that the 
acute stage tends to hide itself...as you know, it can last 2 or 3 weeks, and it goes on to a subclinical phase and later to 
the chronic stage...and a lot of those children or adults will probably never know that they had Chagas disease...not until 
there are already cardiac problems...in our country it is principally cardiologic problems...cardiac hypertrophy...it is 
when they are already in an advanced chronic stage that they are diagnosed with chronic Chagas disease”  
  
xx PAHO Adviser: ”however, when they are evaluated, with the 5 regions of health that there are in the country, all the 
indicators which are done are entomological but there are also indicators of surveillance...when they have to see the 
percentages of detection of cases, follow-up, recovery...all those indicators are in the evaluations...last year...I think...the 
last evaluation...because as we have not been able to finance...this year we could not finance an evaluation, last year we 
could...all these evaluations are done, and [Program Coordinator] has them...the majority of places or persons from all 
the regions, which are presented, are very positively evaluated...but our criticism or comment to the vector program 
always is that even though they comply with their indicators of detection, of diagnosis, of entomology, of house checks, 
of checking if the chinches are [sero]positive in their excrements...even though they are very positively evaluated with 
their numerator and denominator, we keep on having chronic Chagas disease, we keep on having acute cases...therefore 
we wanted, we want them to improve, or evaluate, or reconsider if those indicators truly are responding to the 
necessities there are...because, to give an example, en the western zone there are 3 departments: Sonsonate, Santa Ana, 
and Ahuachapán...those are the 3 departments with the largest number of cases of Chagas disease...they are always very 
positively evaluated...but if they are very positively evaluated, there should not be cases of Chagas disease, neither 
chronic nor acute”  
 
xxi An investigation about the seroprevalence of T. cruzi in the children of seropositive women in Sonsonate; an 
investigation about the seroprevalence of T. cruzi in patients with diagnoses of heart diseases in the National Hospital, 
Rosales; an investigation about the threshold of domiciliary infestation rates of T.dimidiata in areas under control in El 
Salvador and Honduras; and a serological investigation of T. cruzi in children under 15 in locations of high risk of 
vectorial transmission (PAHO, 2011: 36) 
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xxii Program Coordinator: ”JICA also left us this great...this great school of the investigative part. We have had a 
lot of work published by them...which we have published together.”  
  
 
xxiii Program Coordinator: ”the baggage, the experience as to the...to investigation, which they have left us with, has 
been incredible...so not only...we began with Chagas, we are [also] working hard in the investigation of Dengue, we are 
working hard in investigating the chemichals that we are using.”  
 
xxiv Japanese Senior Representative of JICA, El Salvador: “So the other theme which was very important for us with this 
project was the counterparts from the Ministries of Health...now they have, they recognize the importance of taking 
reactions based on evidence...so until the implementation of this project the officials of the Ministry of Health had been 
working but not based on some evidence, or data, right? So, based on some data they have to plan...their fumigation, 
right? To give some medicine to the population...but they always have to have data, evidence. With JICA’s support they 
took into account the importance of managing that type of data and use it in their planning. So, the counterparts of our 
project have certainly been trained and strengthened in that management of evidence. And that is not a benefit for the 
control of Chagas but for all [health problems], right? For the control of all diseases...and perhaps apart from disease 
control...well, control of aspects...aspects in the field of health. Because we are talking about improving the health 
system. So...our idea of working in this field with the Ministry of Health is ...to establish a model of work for improving 
the health system in this country...I am not only talking about this country but also Guatemala, Honduras, 
Nicaragua...for all of them. So in each country they have their own model established through our Chagas project. So 
our idea, our desire is...to replicate this experience to other diseases...to find...in these countries. In this way it is very, 
very...our project was very, very specific. But we are very certain that it has been converted into a model of how to 
improve the health system.” 
 
xxv An instructive diagram was elaborated which clarified how antibodies and antigens are developed in the human body 
and which also showed the applicable diagnostic methods according to the stage of the disease (JICA, 2014A: 89). 
 
xxvi PAHO Adviser: ”another important detail is that...the screening which is done in blood banks is for a 100% of the 
blood...we have seen that this is where it has been identified that we have a rather high percentage of chronic Chagas 
disease...”  
 
xxvii Program Coordinator: ”Well, recently...a month ago, 1.200 vials of Nifurtimox came, donated by...the funny thing is 
this...the laughable about Chagas, about the medicine is that the only country where they make medicines is El 
Salvador...Bayer” 
PR: ”The Nifurtimox?” 
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Program Coordinator: ”Yes, they make it here...from here Bayer donates it to Switzerland to WHO. And from there it 
comes to Uruguay, Brazil, Panama, and  back to El Salvador [laughs]” 
xxviii Advisor from PAHO, El Salvador: ”There is a study, I don’t have it, it is very interesting, I think that Ing. Romero 
has it, where the national hospital Rosales, which is the National Hospital of Referral at the third level in the country...2 
or 3 years ago, maybe a bit more...did a study where they showed that 60% of the patients with chronic Chagas disease 
ended up being seronegative at the moment of doing the ELISA control after their treatment of 60 to 90 days. So that set 
the pace for thinking that yes, the medicine, the Nifurtimox in this case could be an important therapeutic option in the 
case of the patients with chronic Chagas disease. But only for those patients where the ELISA for Chagas continues to 
be positive...”  
 
xxix Program Coordinator: “All the medicine...we receive is of donative character from the OPS – PAHO. We have not 
had a shortage but we had a bit of a scare, let’s say, because we changed the Technical Standard. Before, only the ones 
under 15 years could be treated. Now, because of the studies that have been presented and demonstrated to us...that 
while the chronic patients are not cured...there is an improvement as to...” 
PR: “The symptoms?” 
Program Coordinator: “Exactly...So this compelled us to put in the Technical Standard that a 100% of the chronic 
patients should be treated, and with the respective clinic follow-up.”  
 
xxx Medical Technician: “maybe, what we have learned is the organizational part of the process of attention related to 
Chagas disease. Because from the direction level to the local level, we have a chain of command and of action 
according to what is going do be done, right? So, yes, it helps a lot. Now the work is not being done in a disorganized 
manner but instead well planned”  
 
xxxi Advisor from PAHO, El Salvador: “…there has been an important delay because it has been in review since the year 
2012...so from 2012, 2013, 2014 and we are entering 2016, and they never approved the Technical Standard inside the 
Ministry of Health. So now when they will approve it, and if it is that it comes out for the year of 2016, it is going to be 
a Technical Standard that still needs to be reviewed again because it has already been delayed for 4 years.”  
 
xxxii Adviser from PAHO, El Salvador: “But there is the problem, which I mentioned, that now...from 2012 they asked 
that all the neglected diseases be put in a single document. So there is Malaria, Leishmaniases, Chagas, principally 
these...and Rabies, I think. So as it is a single document, if they do not approve that document, we do not have a 
Technical Standard in force...unless that...until it is approved and signed by the Minister of Health, the document in 
force is the previous one, right? The only one which is approved...which is from 2011 if I am correct. So from 2011 to 
2015 we have almost 14 years of delay...sorry, 2011...no, we have 4 years of delay. So...this [the new document] needs 
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to come out...everyone is conscious that it is a necessity, everyone. But we believe that now, with the change of 
authorities in the Regulations Department, we are going to have a Technical Standard ready next year.”  
 
xxxiii Program Coordinator: ”The problem we had, was the quantity of equipment. We did not have equipment. The JICA 
came and they contributed with a quantity of spraying equipment. For...the community level.”  
 
xxxiv Adviser from PAHO, El Salvador: ”and the other theme is that we have also supported in...when there have been 
regional meeting of the IPCAM, which is the initiative in the elimination of Chagas in Central America, we have also 
financed that persons from El Salvador’s Ministry of Health have gone to these meetings [...] Often there is also support 
when the Ministry of Health has not been able to buy the ELISA for Chagas within its normal programming...the 
Chagatek is the one that the firms normally have so...and if there is available funds, the National Laboratory of Referral 
is supported in the serological work [...]we buy reagent for them too...and well, the thing I already mentioned, the 
training which is done with the personnel when they are sent abroad...we have also provided support when there has 
been a need to reproduce educational material for Chagas disease...however, we know that the financing is not sufficient 
but with the little there is, the Ministry of Health has been supported.”  
 
xxxv Adviser from PAHO, El Salvador: the idea of technical assistance is to keep on...to never stop supporting the 
training of the personnel in the theme of surveillance, in the strengthening of human resources, and even when it is 
possible in the strengthening with equipment such as microscopes, where they have an important limitation at times  
 
xxxvi Program Coordinator: ”When JICA were here, the PAHO was also...a technical entity...for us a point of 
reference...which...because of the multiple works that we are doing in different pathologies...we have a greater 
approximation to the technical approach...more technical support, more financial support also...how amazing, the 
money, right?...well for example, they designate some funds to training, funds to evaluate.”  
 
8. Integration 
 
xxxvii Program Coordinator: ”[Before] we did not do promotional activities related to Chagas...there were some related to 
Dengue, there were some related to other pathologies. Not like that for Chagas...flipovers or other 
types...brochures...other educational materials. They [JICA] came and put money into this technique of structuring the 
educational material...In television there was a lot of dissemination of the activities that the ministry was doing. So, all 
this came to strengthen the integral approach”. 
 
xxxviii Medical Technician: ”And maybe the necessities that are felt in the country is the financial support as to promotion 
because...in terms of the promotion we, maybe, feel the decrease...with JICA we had much support for those posters, 
flipcharts, paper articles etc. So this has diminished because of the lack of financial resources. So this, yes, it is needed 
from the collaborators that they support us with this now. We talked about this with [JICA Regional Adviser] that 
we...what we asked for was not the fish but instead that they taught us to fish __..an opportunity. And really, this was, 
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what was achieved with JICA: they brought us a lot of knowledge in order to be able to advance. But we also need, as a 
country, that financial support for the matter of promotion.  
 
xxxix Salvadoran JICA Official: ”Well, from the beginning when the project application is made, there is a joint work 
between the Ministry of Health, or the interested ministries, and JICA of planning or formulating the project. So from 
then the teamwork begins. And later when the project is approved, the delegation comes to discuss jointly with the 
ministries. Meaning that there was not like...someone who commands more, it is rather a team. So, JICA supports the 
Ministry but it [JICA] also makes suggestions according to the expertise or experience which it has. But it went like 
that...discussing on even terms about what was the most convenient for the execution of the project...perhaps I should 
explain it a bit to you...in these projects...there is a general structure which JICA manages...a joint coordination team is 
conformed, and it is like the...executive management of the project, and later a technical team. So, that joint 
coordinating committee is the one which validates the plans of work, strategies or...the problematics which can emerge. 
And that is how it is managed like...in a strategic coordination or planning but in a joint manner.”  
 
xl Salvadoran JICA Official: ”[Program Coordinator] and his team continues with technical aspects. They continue 
working and developing the activities because...the problem with Chagas is that if follow-up is not done, the things that 
have been achieved over a year for example, they can be turned back, it can regress. So they [MoH] are with this 
process [...] the Ministry, that commitment also continues. Now, for example the Technical Standard of Chagas is 
integrated with other themes but always with a view to continuing this effort. So I also think that the commitment of the 
persons, who have led the national Chagas program, has been very determinant. And in turn they support the local 
levels from the Ministry of Health.”  
 
xli PR: ”And you also mentioned that with data entries...that are used for...” 
Medical Technician: ”Analysis.” 
PR: ”Analysis, exactly. Is that a form of work which is also used for other themes now?”  
Program Coordinator: ”Yes, we use them for Dengue, Malaria, Leishmaniases. Including today, with the funds that we 
are going to receive from the Global Fund [After our interview the employees from the Ministry of Health had a 
meeting with the Global Fund about receiving funds for work related to Malaria], we are going to strengthen the system 
to make it more...even more effective because we are going forward. That is, in Centralamerica, we are maybe the only 
country which has systematized all the operative information...epidemiologic and entomologic. For example, if I am in 
Denmark, and it occurs to me to make a report about a vector-borne disease, I go to the system, and I do it. So, it 
facilitates the processes of analysis and interpretation.”  
 
xlii Medical Technician: ”On the other hand, it is also important to mention the promotion that has been done related to 
the disease, and in this, yes...JICA had a lot to do with it because they facilitated our work with the voluntaries who 
came to make promotional activities related to the disease in the communities. So, the people got to learn a lot about the 
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disease...so, it led to that when the people saw chinches in their houses, they brought them to the health centers so that 
they could examine them, and in this way we became aware of how the community was. So, in two ways it led to...the 
necessity of reporting, right? And that they also went to them [the communities] to carry out their activities. But the 
promotion that was done in this whole period, when JICA was here, was very, very intense.”  
 
xliii PR: ”We would also like to know a bit about the strategy of information, education, and communication. And in 
your region, what are the activities that are being carried out as a part of this strategy currently? 
Head of Regional Vector Unit: ”We have an integrated plan of promotion...education...in which Dengue, Chagas, 
Malaria, Rabies...and also the diseases...Zika and Chikungunya are included.  So all that...we are constantly working 
with all these. Sometimes we are invited to local and regional radios, and there we often talk about the disease. There is 
a special national day [Chagas day]...It is not only that day, but the whole month. Sometimes we use the whole 
month...to promote the disease. And the in the plan of work...at least once a week a small talk is to be given about the 
disease.” 
PR: ”And in your opinion, does this strategy have a big impact. Or is the theme of Chagas more well-known now?” 
Head of Regional Vector Unit: ”Yes, the people are more conscious. They know that the disease exists; what it is that 
they have to do to eliminate the vector, and the risks of the disease...they are eliminating in the communities.”  
PR: ”And it was not like that 10 years ago?” 
Head of Regional Vector Unit: ”In reality, no. It was not that relevant...It was not part of the activities...much relevance 
was not given [to the theme]...the term ”neglected disease”, it is used a lot, right?...[Chagas] It was neglected, and it was  
not sufficiently considered important until people started to realize that the indicators were at almost the same level as 
HIV...they began to make considerations and to promote it a bit more.”  
 
xliv Salvadoran JICA Official: ”there is a very important advantage in the country, and that is that the Ministry of Health 
has health promoters at its disposal. So they are in the communities, and with the project it was achieved to include the 
theme of Chagas, the surveillance of Chagas, in the work, in the work profile of the promoters. I think that all these 
elements have also helped the Ministry of Health so that it can continue working”. 
 
9. Community participation 
 
xlv PR: ”You mentioned that you for example collaborate with the mayor’s offices, and in our meeting yesterday [with 
Program Coordinator and Medical Technician] we became aware that the program collaborates with actors who are not 
part of the health system, like the mayors’ offices, the municipal governments, and the schools. And in your opinion, 
what are the benefits of collaborating with actors who are not part of the health system?” 
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Head of Regional Vector Unit: ”For us as an institution, it is very important because the communities have other 
opportunities than other actors to contribute to control the risk, more than anything the vectorial [risk]. The fact that as 
an institution, we do not have the capacity to operate and cover a bigger range of action...for example in the spraying, if 
the communities, the mayor’s offices, and the NGOs* did not help us...as a region we only have a certain amount of 
resources for the spraying, and that is the activity which we focus on: vector control and breaking the chain of 
transmission. It is in this regard...that the support from the mayor’s offices and the communities help us the most”   
*: When we asked which NGOs that he referred to here, he mentioned Plan International and also that a Spanish NGO 
had helped in the serology in the municipality of San Pablo Tacachico – we have not been able to hear from our 
interview recording which Spanish NGO. 
 
xlvi PR: ”And the volunteers who carry out the spraying, how are they selected? That is, do they volunteer themselves, 
or?” 
Program Coordinator: ”There is a spectrum, a difference...there are different ones. There are some who volunteer, or 
who have the experience in the agricultural fields...they do spraying...in the crops*. They say: ’I will do it’, or they are 
also selected in...meetings that are held in the community where the problem and this situation is brought up...so, the 
ones who can do it are identified, and they are selected.”  
Medical Technician: ”Some communities have a health committee, and those committees are those who take up the 
promotion of the [activities related to the] disease...for example, in Sonsonate where we went with the ambassador from 
JICA...there was a man who was part of a committee, and he was so conscious of the situation that he promoted for 
example...because he had changed...let’s say, the way of living in his house to improve the health conditions. And he 
promoted this...so, the communities also take it up [the promotion]...through the community organization.”  
*: Not with the insecticides used for Chagas but they have experience with other forms of spraying. 
 
xlvii Program Coordinator: ”Well...so it is like this: they, the community teams are those who put the information into the 
information system.”  
 
xlviii PR: ”And in your opinion, have there also been achievements that cannot be measured, that is, achievements which 
cannot be shown in the same way?” 
Japanese Senior Representative of JICA, El Salvador: ”Perhaps...if we are not only talking about quantitative indicators 
but [also] qualitative...from my point of view...in this project, phase 2 of the Chagas project, we focused more...in the 
second phase of the project...like on surveillance where we needed more community participation...and evaluating the 
community participation is extremely difficult, right? But...I’ll give you an example...when I visited a health center in 
Ahuachapán, in the west of this country in 2013...in that year we had already stopped implementing the Chagas 
project...I visited a health center. There was a small box for chinches...a box...when a person or some inhabitants find a 
chinche in their house...best to grab it with a bag, and they bring it to the health center, right? It is a work established 
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within the project...so that the health center take into account that a chinche has been found. So, there is a need to visit 
and to do fumigation. It is a monitoring mechanism established in the Chagas project phase 2. I saw that it was working, 
this mechanism even though we had already stopped implementing the project in 2013...so that is an example...and 
perhaps it is a sign that each community is showing its interest in participating.”  
 
xlix Adviser from PAHO, El Salvador: ”For the health personnel who work at community level another one of the 
important benefits has been an important interaction with the community as the implementation of the community 
epidemiological surveillance...this has helped in that the health establishment has more contact with the community, and 
the community also has more with the health establishment, and that level of coordination permits that people 
collaborate more. Not only in Chagas, in all the aspects of health...so Chagas is like a trampoline in the sense that we 
help with Chagas but also, look, there are also other diseases like Dengue, Malaria, Leishmaniases...for example...where 
it is necessary to keep the house clean...there is made use of the opportunity...for example for the water which is 
covered to avoid that the mosquito Aedes deposits its eggs...so you end up doing something integral, not only for 
Chagas, no, it is everything that has to do with health...with basic sanitation.”  
 
10. Contextual Analysis: The Health Reform of 2009 
l PR: ”And when was this reform done?” 
Medical Technician: ”It is in process.” 
Program Coordinator: ”Yes, it is still in process. It began in 2009, 2010”. 
PR: ”OK. So the Chagas program began, and when it was in function, something else happened and...” 
Program Coordinator: ”From 2003 to 2009 [things] functioned differently. From 2009 to 2015 is the second phase. With 
the health reform, we also have to adapt to this reform...to give response, as I mentioned, to the communities...which is 
also part of the range of health offers that our teams bring to the community level.”   
PR: ”And what was the reason for this reform. That is, who started it?” 
Program Coordinator: ”Well, the idea is to bring the health [sector, services] closer to the communities, and this 
facilitates this type of process. That is, I am not waiting for the community to come to me...that is, it is a way of 
working preventively. So in this way I avoid that my hospitals are overcrowded with people who come for a 
consultation that could relate to...to a flu, or other type of simple...that could be detected in the field/country...then the 
hospitals are not overcrowded. And this is facilitated. And it is also evaluated so that the cases that need to be referred, 
are referred to a higher level for the respective attention. So this permits us to increase the community approach, it 
permits us to increase...it also permits us to do a larger inspection of housing at the community level” 
 
li PR: “We would also like to know what the advantages of the Integrated Health Service Delivery Networks are in 
comparison with the old system...that is, what problems were related to the fragmentation of the health services 
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before?” 
PAHO Adviser: “You know, fundamentally the theme has to do with, firstly with the access of the population to the 
health services...that is one...before it did not exist. The person had to go to a health unit when sick, now the health unit 
goes to the person...they go to the homes...they do the domiciliar visits, they diagnose there, they treat there, and if there 
is a need to refer, they refer. Because each one has its level of competence and of attention...before that did not 
exist...secondly, before...you, the person went, was given a referral for a higher level of attention, and you would not 
know if the person could attend at the other place to treat his health, his disease, or his case...you would not even know 
if the person from this other place would come home with some indications. Now, all that, at least where the reform has 
been done, there is coordination through the Integrated Health Service Delivery Networks about availability of 
medicine, availability of immunizations...medicines principally, follow-up of other types...pregnancies for example.  
 
lii Us: “You mentioned the health infrastructure with health promoters and municipal health centres. We were also 
wondering... when we were in El Salvador we heard about the health reform of the health system in 2009 and onwards. 
In you opinion how did this health reform affect the Chagas program? Did it make the Chagas program easier?” 
JICA Regional Adviser: Yes and no again... hehe. Yes in that it included Chagas as one of the criteria... maybe not 
criteria but as a basic need. If the characteristic of the house was like... risky for Chagas vectors to infest then they had 
to make sure of certain visits... I don’t remember in detail but they had to pay more attention because it meant poverty, 
which was one of their priorities and now that’s a left wing/communist kind of mentality or idea that they have for this 
package, right. So that helped. 
 
liii PAHO Adviser: ”So the level which is there has improved importantly but, as I repeat, if you are closer to the 
community or the persons, there are more needs that are diagnosed. The nutritional theme for example...which was 
there before...there is possibly more nutritional issues than what was believe before because now they are being 
diagnosed...a bigger work is being done at the community level.”  
 
liv PAHO Adviser: “Of course, it is not always possible to give a solution to all the problems...communities which 
possibly have been abandoned for a long time have a number of needs...where health [authorities, personnel] hardly can 
come to houses, they can hardly come to construct bridges, streets neither because it is not their job, and it is there that 
the integration with other institutions of the state, or another organism, has a very important role.”  
 
lv JICA Regional Adviser: “But on the other hand if the health reform itself is effective or not is another matter 
because... there are rumours and one is that people who compose a team, like a rural visit team, they don’t really know 
what to do. They are a team of communists. Of course...I mean they have interest in community work but they have no 
experience. They are new. So even if it is all written in paper they don’t have the experience and knowledge... it’s 
difficult to provide services. Not only Chagas but in all others. So that was one worry.” 
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10. Contextual Analysis: Political Will & Priority 
 
lvi JICA Regional Adviser: “Each of the Central American countries had difficulties in prioritising the Chagas disease 
but each country is different. El Salvador was lucky in a way and maybe the luckiest of them all in that they had a 
scientific backbone. In 1913, if I remember correctly, there was a scientist named Segovia who discovered Chagas 
disease [in El Salvador] and Segovia had a high recognition at the national university in El Salvador. He taught all the 
medical students who became medical doctors of the MoH and also did you meet the doctor Mr. Rafael Cedillos? [We 
answer ‘no’] But he of course was a student or students’ student at that time. He realized the importance of Chagas 
disease and he was a PAHO consultant as well since the 1950’s, so each key person included Chagas as a priority. Not 
directly but as an additional activity of Malaria control. So doctor Cedillos did not have a budget only for Chagas but he 
utilized Malaria... because Malaria had big budgets at that time but he knew that it [Chagas] was an important problem 
back then. So he began there. And then after that because of the internal civil conflict they could not continue as much 
as they wanted. Still the DNA continued in national universities and the most recent case was ehhh... the Minister of 
Health, do you know the lady who was 93 years old... Maria Rodriguez? 
Us: “Ahh yes, [Program Coordinator] told us about her in the interview.” 
JICA Regional Adviser: “Yeah, she was one of the students of Segovia. That also helped. She was of course a professor 
at the national university. All this…connecting the dots - connecting the important people raises priority. That was the 
case of El Salvador. Of course it is quite similar in other countries but the key persons helped us. [Program Coordinator] 
of course is a key person, no doubt. So, practically as a national program or in comparison to others like Malaria and 
Dengue it is not officially categorized as a high, high priority all the time because the only effect is on the impoverished 
population. It is not like Dengue in the cities where politicians’ families or relatives are killed or affected. But still it is a 
challenge... but that is the reason why Chagas raised its priority in these countries.” 
 
lvii Salvadorian JICA official: “I think that in this whole process the important thing was that...when it emerged, well, the 
project has had a very important support in the political management...there was much support from the authorities...in 
the previous government [first FMLN, from 2009] the Minister of Health was one of the first investigators of Chagas. 
So that was like a very...a very big advantage for us, JICA, and for the Ministry because there was an opening...the 
institutional commitment...”  
 
lviii PR: ”And in your opinion, what are the biggest challenges in the prevention of Chagas now?” 
Salvadoran JICA Official: ”Now we are not making that close a follow-up [so she doesn’t know that well] but...the 
challenges in budgetary terms is one which...as in everything, as I mentioned [the budget is a challenge in 
everything]...but I think that the challenges are, and were also during the project, the rise in cases, principally of 
Dengue...so for example even with the project, when we were part of it, even though we had workshops...if Dengue shot 
up, which happens each year, all the activities in other themes are obstructed...I think that it can be one of the 
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challenges...the __ to dedicate, to attend to other epidemics which emerge on the way, you know, in the different 
periods of the year...I think that it would be...I think that it would be one of the challenges...there will certainly [also] be 
others.”  
 
10. Contextual Analysis: Violence & Crime 
lix PR: ”you mentioned that it is difficult to find safe places for JICA’s voluntaries to work and to stay because of the 
crime situation in the country...and we would like to know if the insecurity of the country has affected the Chagas 
program and how? 
Japanese Senior Representative of JICA, El Salvador: ”Normally our volunteers have to work in the field, right? So I 
am referring to...living with a Salvadoran family. That is normal for our volunteers...so the theme of security is 
extremely important for the dispatch of volunteers...but for example in our office’s security regulations...more than 30 
municipalities are not adequate places for our volunteers to work...so, well, some places are included [on that list] which 
have earlier been...part of the Chagas project but because of the security issue we cannot send out volunteers...but 
perhaps...we have one volunteer who are working with Chagas in Santa Ana...there, yes, and we do not have security 
problems...but...each year we have to revise our security regulations based on the realities of the country...it is a very 
regrettable situation for us but the security for our volunteers is the most important thing.  
 
10. Contextual Analysis: The Potential of Housing Improvements 
 
lx PAHO Adviser: ”it is an important challenge that it is a native chinche, as you already mentioned. And as long as the 
socioeconomic or environmental conditions of the homes do not improve, it will be difficult to be able to eliminate it. 
But it is also necessary to take into account that we often focus on the homes. ”the homes, the homes, the homes”. But it 
is necessary to remember that if this chinche is not in the home it is generally also around in the peridomiciliary part, 
and there are also other intermediary hosts, not only birds, we also have dogs, we also have wild animals”  
 
lxi PR: ”Yesterday, [Program Coordinator] and [Medical Technician] informed us that the Chagas program make 
recommendations to the communities about housing improvements, such as filling cracks [in the walls], changing the 
roofs, and according to your experience: To what degree are the communities able to follow these recommendations?” 
Head of Regional Vector Unit: ”As I told you, if the people committed themselves, this could do...that they do it as 
something a bit more practical; that they would not need to spray, or collect triatomines in order to have the house free 
from the vector. It is very difficult, I tell you, because of the economic conditions that the population has because if we 
go to a house with mud walls, the filling of cracks is not possible because it cracks again constantly. But yes it is 
promoted constantly by the institution: we promote it in the mayors’ offices, we promote it in the communities that they 
are always filling the cracks, because the vector dies from a lack of oxygene...they can go up to 10 days without 
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oxygene but after some time they will not be able to find a single hole to breathe. But yes, it is promoted a lot that they 
do a roughcast of the houses in the communities where it is feasible.”  
 
lxii Us: “Another initiative made in Nicaragua has been the livelihood improvements in preventing vector infestation in 
Madriz. We read in the best practice that the main focus of this was to get the community member to get their beds in 
order and to keep their animals out the houses and afterwards some community members also planned to improve the 
walls in the houses with local materials. What were the results of this and do you know if this project has evolved since 
JICA withdrew in 2014?” 
JICA Representative, Nicaragua: “That is a good question. I think that strategy, we call it the ecological approach 
because we don’t use a chemical, is still in the try-out phase. We cannot conclude if it is good or bad. But we need to 
seek the best mix of chemical use and the ecological approach, so there is great need for more research to develop a 
more effective ecological approach. And in the case of Nicaragua, we tried to implement about 10 mini projects in each 
community where the community members can improve their houses and their living conditions. Out of ten, and this is 
with our support, 8-9 worked really well as they were able to improve their houses and so on. But I don’t know the 
sustainability of these mini projects.  
Us:” Did JICA give funding to improve the walls and roofs or was it mainly focused in the behaviour of people in 
keeping the houses clean?” 
JICA Representative, Nicaragua: “In the financial aspect we collaborated with the city hall, the majors… how do you 
say… the political head of the municipality. So we talked to them and said we need these construction materials like 
cement and JICA will pay half of it […] In this way we made a financial cooperation. Improvements of houses are very 
visible so politically it is a good way to convince and demonstrate the political presence. So the city majors were very 
willing to cooperate in this project.”  
Us: ”In you opinion, what is the scope of kind of project? Can it be applied on a national level?” 
JICA Representative, Nicaragua: “I think it is a little bit difficult because of the complexity of logistics. Compared to 
the spraying for example, we can spray six to ten houses in a day using just one sprayer. But to improve one house we 
need twenty persons in two or three days. So the house improvements are time consuming and the results consuming, 
which means that the scalability is very low. Scaling the ecological approach to the national level is very challenging.”  
Us:” So you need 20 people to improve walls and roofs? And even though this is time consuming do you think this 
approach has big potential benefits because it would eliminate the habitat of the vector?” 
JICA Representative, Nicaragua: “Yes, walls and floor. And yes, it has potential. You can say that using only the 
chemical approach, the insecticide, we will never control Chagas disease vector. So we need to invest our research 
capacity and our financial resources more in the ecological approach.”   
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lxiii Us: “In our interview with [JICA Representative, Nicaragua] he mentioned the livelihood approach with the 
improvement of living conditions as a project in Nicaragua. He pointed to that it has great potential but it’s very 
expensive and there are certain challenges in making it work nationally. What are you thoughts on that approach and do 
you think it would be feasible to use that in El Salvador?”  
JICA Regional Adviser: “They have been using it in some areas and we have… maybe you have come across Carlota 
Monroy of Guatemala, San Carlos University of Guatemala. She and her team established this method of improving 
walls and floors using local materials. That was the technique Nicaragua implemented. That workshop was carried out 
in El Salvador as well so they have the kind of knowledge and they share the concept as well as the technology and 
methods. This livelihood improvement is a bit tricky in the way that it falls into like a blind spot of older sectors. For 
example to improve your walls, floors and tidy up your rooms, and etc. - whose responsibility is it? Of course 
operational personal of the MoH go to the villages and give them advice. Look I mean… this is what you have got to 
do. This is knowhow, this is the leaflets – you can see and study. But when it comes to taking action it is kind of… they 
[operational teams] don’t have much time and don’t have the capacity to organize the activities including materials. 
Maybe they don’t have enough materials, sand or other resources. Tools to mix sand etc. They really have to have local 
leadership there. Maybe it is the municipality’s responsibility to make sure they have good living conditions but to what 
extent they are interested is a different matter. Of course it is going to work but you really have to have local 
leadership… one is from the community side the other is from the institutional side. But with the MoH it really depends 
on the interest of the local health facility as well as the municipality.”  
